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ADDRESSES. AND ORIGINAL ARTICLES 


THE APPROACH TO GASTRIC SURGERY* 


By W. H. Oatrvig, D.M., M.Ch. Oxon., F.R.C.S. Eng. 


SURGEON TO GUY’S HOSPITAL 


I—CANCER OF THE STOMACH 


WHEN we go to a shipwright and ask him to build 
us a boat, he first inquires what kind of a boat we 
want and for what purpose ; he then looks round his 
loft and store to see what timber and iron work he 
has by him, and finally he sets out to plan the design 
which will best fulfil our intentions with the material 
available. If we approach gastric surgery in these 
simple terms, we have the same questions before us ; 
what do we want to do, what have we got to work 
with, and how shall we tackle the job ? We want to 
cure gastric disease, that is cancer of the stomach 
and ulcer; our material is the stomach, but how we 
should set about the task is a matter that cannot be 
settled without careful investigation. Fortunately 
the inquiry can be divided into two parts with some 
show of reason, for the treatment of cancer is largely 
an anatomical problem, the treatment of ulcer 
preponderatingly a physiological one. 

Since we are considering the management of 
gastric disease as workmen, we are not directly 
concerned with the origin or clinical history of cancer 
of the stomach. We are concerned however to 
know that its treatment is an important job, and 
one that is being tackled with scant success at the 
present time. It is important because the disease 
is common, indeed the commonest of all cancers in 
this country (see Table) and because it comes in 


DEATHS FROM CANCER IN 
THE UNITED KINGDOM 
IN 1934 


INCIDENCE OF CANCER OF 
THE STOMACH IN 
MALES (HURST) 


Tongue ‘a ~ ae United Kingdom .. 22 %* 
Uterus ae -- 4,470 U.S.A. =e ot 42 %* 
Breast ion -- 6,740 Holland .. oa 55 %* 
Large intestine .. 10,754 Czechoslovakia .. 66 %* 
Colon aw *- 5,512 
Rectum .. ° 5,242 * Per cent. of all cases 
Stomach .. os BB,929 


the prime of life, the period from 45 to 55, when a 
man is usually most needed by his family and most 
valuable to his country. It is work that we cannot 
view with anything but misgiving, because the cure- 
rate is the worst in malignant disease. 


Exact figures on this point are difficult to obtain 
because all series are relatively small, and the deaths 
are so numerous and the cures so few, that the element 
of chance must loom largely in any set. Further 
the claims of surgeons vary very greatly, and it is 
always possible to pick out figures that will put 
surgery in a rosy light. An analysis of figures that 


can be accepted as reliable (Fig. 1) shows that of 


patients presenting themselves to hospital about 
50 per cent. are clearly beyond treatment of any 
kind, the presence of nodules in the liver, jaundice, 
glands above the clavicle, ascites, or a shelf in the 
pouch of Douglas indicating widespread metastases. 
About 40 per cent. of those submitted to laparotomy 
are beyond any surgical treatment, 20 per cent. 
admit of a palliative operation only, and 40 per cent. 
are suitable for radical resection. Of the patients 
admitted 25 to 30 per cent. die before they leave 
hospital ; of the survivors, those in whom laparotomy 


* Address delivered to the Sheffield Medical Society on 
Feb. 3rd, 1938 
5996 


only, or a short circuit, has been done, seldom liv e 
longer than six months. Those with a palliative 
exclusion may live one, two, and occasionally three 
years; they not only lose their symptoms, but they 
gain weight and strength and are often able to work 
till near the end. Those who have had radical 
resections show a similar improvement, but not many 
survive the five-year period, and of these most die 
before the tenth year. The percentage of five-year 
cures in all operations is 5-10 per cent.; in all the 
gastrectomies 15-17 per cent.; and in the gastrec- 
tomies surviving operation about 25 per cent. 


These figures, which err if anything on the side of 
optimism, are about as depressing as they could be. 
Were it not that other methods at present available 
for the treatment of malignant disease seem in this 
particular growth not merely to be useless but to 

FIG. 1 
ROUGH ANALYSIS OF THE FATE OF 200 CASES OF CANCER 
OF THE STOMACH PRESENTING THEMSELVES AT THE SURGIGAL 
DEPARTMENT OF A HOSPITAL 
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shorten the patient’s life and increase his suffering ; 
were it not that the effect of any operation, even if 
it be no more than a palliative exclusion, is in most 
cases to relieve all the distressing symptoms of the 
malady, to prolong the duration of life to double or 
three times that to be expected if the disease is left 
to take its natural course, and to make death not 
only painless, but dissociated in the patient’s mind 
from his former complaint ; were it not that hope 
springs eternal, we should abandon surgery altogether. 
In dealing with the commonest of all cancers, we 
must confess to the highest death-rate and the 
lowest cure-rate in cancer surgery. How can we 
better this humiliating situation ? 

The operative death-rate is not a matter of skill ; 
the figure of about 30 per cent. remains as it was 
in the first large collected seyies of gastrectomy for 
eancer published by Paterson in 1906. Surgeons 
whose technical ability is above question—Lahey, 
Gordon Taylor, James Walton—all have similar 
figures. Hospital mortality is a preferable term 
to operative mortality, for it appears that patients 
die, not because gastrectomy is a mortal operation, 
but because those with cancer of the stomach 
are liable to die at any time. They do not, under 
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as having died of heart failure. The extent of the 
disease has some bearing on this mortality. 

Anschutz, dividing the cases treated in the surgical 
unit at Kiel into three groups, the favourable, 
the advanced but resectable ones, and those with 
wide extension or metastases in which only a palliative 
operation was possible, found the hospital mortality 
to be 18 per cent. in the first group, 37 per cent. in 
the second, and 31 per cent. in the third. A smaller 
number of cases analysed at Guy’s Hospital by my 
house surgeon, R. C. Jackson, also suggests that the 
mortality, though still high, is less in the earlier cases. 

It seems likely therefore that if by any means 
cases can be reached at an earlier stage, the hospital 
death-rate may fall, but that it will remain consider- 
able. If the prospect of cure can also be improved, 
this high mortality, in a condition promising death 
after increasing suffering and otherwise untreatable, 
must be faced, if not with equanimity at any rate with 
resignation. 

The present cure-rate can be improved in one of 
two ways: by operating on more cases while the 
disease is still within the limits of the radical opera- 
tion, or by extending the limits of the radical 
operation. 





Earlier Operation 


Early diagnosis, however greatly it might improve 
the prospects in this distressing condition, is rarely 
possible owing to its remarkable silence. Many 
have no symptoms of the slightest kind till the tumour 
has replaced nearly the whole stomach. The routine 
yearly overhaul which is gradually being accepted 
by many of the better-class people in the United 
States, either because they can get a rebate on their 
insurance policies by so doing, or because they them- 
selves wish the assurance of a clean bill of health, 
would undoubtedly bring to light many cases of 
unsuspected, early, and curable disease in those who 
had never had indigestion. 

When patients actually present symptoms we 
come in for a share of the responsibility. ‘“‘ Dyspepsia ” 
may or may not be a disease, but it never starts with- 
out obvious cause at the age of 45 in a man who, till 
then, has been able to “ eat like a horse.”” We should 
investigate these people, without waiting for the 
preliminary trial of simple remedies. Alkalis are the 
undertaker’s best friend. Where the history is in 
any way suggestive of cancer of the stomach, we 
must push our investigations, keeping our suspicious 
attitude in spite of reassurance, till we are 100 per 
cent. certain that the stomach is normal. The 
negative assurance of a barium-meal is of little value 
since even large tumours may be missed in a routine 
examination. Very often there is no filling defect, 
no crater, no deformity. But peristalsis is absent 
over the affected segment from the beginning, and 
this immobility can be shown by kymography. 
The gastroscope may render really invaluable aid 
in these doubtful cases, where history whispers 
“cancer” and radiography says “no.” It observes 
not only form, consistency, and movement, but 
colour and circulatory changes—information not 
otherwise obtainable. 

Then we should regard the ulcer-cancer question 
far more critically than we do now. I am not among 
those who believe that the malignant transformation 
of a simple peptic ulcer is at all common, and would 
put it no higher than 5 per cent. at most. But I 
am certain that many ulcers of the body of the 
stomach that we consider innocent are malignant 
from the beginning. It is necessary to emphasise, 
as Morley does, that though cancer of the stomach 
is usually a rapid disease, it may take a very slow 
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course. I have among my cases one woman who 
had been explored and found to have cancer six 
years previously, who brought radiograms that proved 
the diagnosis to have been right beyond doubt, yet 
she had not advanced much in the interval, and was 
still resectable, though not curable, when she came 
to me. We must also remember that cancer of the 
body of the stomach may take the form of a localised 
ulcer on the lesser curve, giving the typical appearance 
of a peptic ulcer in the same situation, that the 
appetite may be good and the fractional test-meal 
show a high acid curve, and further that the patient 
may lose his symptoms on a diet and alkalis, may 
put on weight, and his ulcer crater may diminish 
or even disappear. Twice in 1937 I made this 
mistake. The typical radiogram, the high acid 
curve, the exuberant appetite checked only by pain, 
the improvement under treatment, all persuaded 
me to persist with medical treatment, till returning 
loss of weight made me advise laparotomy. In 
each case I found extensive infiltration of the stomach 
wall making resection impossible, and very difficult 
to correlate with the suggestion of early and localised 
disease conveyed by the radiograms. 

Here again we must ask does a gastric ulcer start 
in a previously healthy person after the age of 45? 
It may, but not commonly ; and if we put all such 
into the cancer group till they are proved innocent, 
instead of as now treating them as ulcers till we 
realise with an unpleasant shock that they are 
malignant, we shall make fewer mistakes. Lesions 


‘in the prepyloric inch are almost certainly cancerous. 


Those with a crater more than half an inch in diameter, 
or that are still bleeding enough to give a reaction 
in the stools after three weeks’ strict medical treat- 
ment are probably so. Even those which seem to be 
healing should in this age-group be gastroscoped, for 
to the experienced observer the sharp-cut edges of 
the peptic ulcer are unmistakable and any blending 
with the normal surface at one margin spells 
malignancy. 

It is essential too that surgeons should work in 
closer coéperation with their medical colleagues and 
persuade them to relinquish somewhat earlier the 
cases that are not doing well. Wherever there is 
any doubt laparotomy must be advised and insisted 
upon. It is the one certain method to settle any 
remaining doubts, and if it were suggested with 
less hesitation and adopted early rather than late, 
cancer of the stomach might be brought from the 
depressing into the hopeful category. 


Extension of the Radical Operation 

The problem of extending the present radical 
operation is not an easy one. Cancer spreads by 
four main routes :— 

(1) By direct invasion of adjacent tissues, at first 
those of the organ in which it arises, later those in 
the vicinity. 

(2) By extension along the lymph vessels; the 
steady advance of columns of malignant cells along 
their lumen or the carriage of detached cells in the 
lymph stream to the neighbouring glands, 

(3) By dissemination through the blood stream. 

(4) By implantation of detached cells on a surface, 
such as the mucous membranes of the urethra or 
bladder, or the serous membrane lining the abdominal 
or pleural cavities. 


The operative treatment of cancer must take these 
characteristics into consideration. It should be 
planned to remove all malignant tissues, for if it 
does not it is useless or at most palliative. It is 
however impossible to remove metastases carried 
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by the blood stream, and rarely feasible to remove 
more than a part of the free surfaces exposed to the 
possible insemination of the detached cells. The 
planning is therefore directed to remove as certainly 
as possible all the malignant tissue that has extended 
from its site of origin by direct invasion and by 
lymphatic channels. Such an operation, which we 
call the radical operation, is similar in its essentials 
in all growths that are amenable to surgery, and 
differs only in anatomical detail. It aims at excising 
in one block the whole of the growth, as much of 
the organ in which it arises and of surrounding 
structures as may conceivably have been involved 
by direct spread, and the whole of the lymphatic 
vessels and glands draining that area. Are there 
any surgical or pathological reasons why such an 
operation should be less successful in the stomach 
than elsewhere ? 

CONTRASTS BETWEEN STOMACH 


AND COLON 


Cancer of the stomach and cancer of the colon 
are both columnar-celled growths tending to mimic 
in part the structure of the epithelial surface from 
which they arise. Both spread by these four routes. 
Why is one the most malignant, the other, in spite 
of its peculiar dangers of infection and obstruction, 
the most benign tumour encountered by the surgeon ? 

Local infiltration is on the whole more extensive 
in the colon. The bladder and abdominal wall are 
often invaded and loops of intestine commonly 
involved, but such extension to parietes or viscera 
is rare in the stomach. Spread by the blood stream 
is almost equally common; in both it may occur, 
but in neither is it often the only feature to contra- 
indicate resection in an otherwise operable case. 
It is in the lymphatic and peritoneal spread that we 
see the big difference between these two growths, 
and find an explanation for the sinister character 
of gastric cancer. 

Cancer of the colon does not spread in the mural 
lymphatics for more than an inch in either direction. 
The regional glands are ultimately involved, but it is 
quite common to find instances where none are 
obviously affected, and not rare to find one in which 
even the microscope fails to demonstrate glandular 
invasion. 

In growths of the stomach, however, early and 
extensive lymphatic permeation occurs. The lymph 
channels are in two plexuses, the submucous and the 
subserous. Cancer spreads early and widely in the 
submucous plexus, often four or five inches beyond 
the visible and palpable limits of disease, and some- 
times throughout the organ. It is commonly stated 
that this submucous extension never goes beyond 
the pylorus into the duodenum, but Mr. J. E. Spalding 
has found cancer cells in the lymphatic spaces of the 
duodenal wall in two out of the last three specimens 
I have sent him. Extension in the subserous plexus 
is less common, but is sometimes a marked feature ; 
in such cases, the stomach, which contains a malignant 
ulcer in one place, is diffusely encrusted by white 
plaques that involve the outer coat almost exclusively. 
The regional glands usually contain malignant cells 
even in the apparently early case of gastric cancer, 
but it is not often that an otherwise operable tumour 
is removed from that category by extension into 
glands beyond the reach of radical resection. 

Colon cancer cells reach the peritoneum as commonly 
as do those of a gastric growth, but they rarely seed 
themselves on the omentum or on the peritoneum 
covering the intestines or ovaries. That they do 
sometimes transplant widely suggests that the 


freedom in the usual case is due to the resistance of the 
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peritoneal membrane. This resistance seems to be 
less effective against the cells of a gastric cancer, 
indeed wide peritoneal involvement is so common 
in this particular growth that when we meet malignant 
ascites, we suspect the stomach or ovary as its source. 
The cells are distributed by movements of the trunk 
and intestines, and, aided by gravity, tend to collect 


in the pelvis. I might  reeall Bland-Sutton’s 
picturesque imagery: ‘‘ under such conditions the 


ovaries may be fairly pictured in the mind as receiving 
a covering of falling cancer cells, as evergreen shrubs 
are clothed in snowflakes in winter.’”’ The main 
difference is that, whereas snow-flakes on the ever- 
greens melt away, cancer flakes find in the ovaries 
such congenial soil that they form tumours often 
greatly exceeding the parent one. 

These are the real obstacles to successful surgery 
in cancer of the stomach, the wide area of the gastric 
wall involved, and the frequence of peritoneal dis- 
semination. The majority of that appear 
hopeful on clinical or radiological grounds, but prove 
inoperable on laparotomy, are out of reach for these 
reasons—wide local spread or distant peritoneal 
metastases. The cases that recur after what appeared 
at the time to be an adequate operation, generally 
do so either in the stomach wall beyond the plane of 
section as shown by obstruction of the stoma, or in 
the peritoneum as evidenced by ascites or a shelf 
in the pouch of Douglas. 


cases 


MODIFICATION OF TECHNIQUE 


We can extend our resection of stomach wall in a 
proximal direction as much as we like, to complete 
gastrectomy if necessary. The mortality of such 
an operation is unavoidably high, and it could be 
urged as the right treatment only if we are convinced 
that the five year cure-rate would be greatly increased 
thereby. In diffuse carcinomatosis of the leather- 
bottle type such a course is the right one. In the 
more common localised form, when the lymphatic 
spread has extended in the submucous coat beyond the 
spleen, it has almost certainly extended along other 
channels beyond the reach of hopeful surgery, so 
that the increased risk of total resection cannot be 


FIG. 2 




















Standard gastrectomy and radical gastrectomy compared. 


justified. Nevertheless I would suggest that, in a 
case that appears hopeful for cure, the upper plane 
of section should always extend to within 1} in. 
of the cardia on the lesser curve and to the lower 
pole of the spleen on the greater, and that if necessary 
the spleen should be removed with the greater curve. 
The cut should be at least three and probably four 
inches beyond any recognisable disease (Fig. 2). 
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In a distal direction we should divide the duodenum 
a full inch beyond the pylorus. We have believed 
heretofore that malignant cells never spread beyond 
the pylorus. We now know that they do, but not 
widely, and this more radical duodenal exsection, 
while it adds a little to the time, adds little to the 
risk and appears likely to bring a few further cases 
into the meagre list of those cured by the operation. 

We are less able to combat extension by celomic 
transplantation. The stomach lies}in relation to the 
greater and lesser sacs, and cells may be cast free in 
either cavity. If they have already taken hold and 
grown to visible and palpable size, the hope of cure 
has gone. But if they have become implanted 
only recently and are as yet subvisible, it is reason- 
able to suppose that removal of the sheet of peri- 
toneum to which they have grafted themselves will 
destroy them too. A _ general stripping of the 
abdominal cavity to attain this end cannot be 
suggested, but it is clear that Finsterer’s step 
of detaching the great omentum from the colon 
and turning it up to the posterior abdominal wall 
with the upper leaf of transverse mesocolon, instead 
of dividing it beyond the gastro-epiploic arch as is 
commonly done, removes large areas of the posterior 
wall of the lesser and greater sacs in those places 
where they are most likely to harbour the earliest 
seedlings of cancer cells (Fig. 3). 


FIG. 3 
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FIG. 4 
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Above: Colomic transplantation of gastric cancer. Middle: 
Amount of cancer bed removed in standard gastrectomy. 


Below: Amount removed in radical gastrectomy. 


REMOVAL OF LYMPHATIC CHANNELS AND GLANDS 


In’ treatment of the lymphatic field there are no 
new principles to discover, but much in detailed 
application to insist upon. The lymphatic plexuses 
drain into channels that follow, as elsewhere in the 
body, the general course of the vessels, and end in 
glands that are grouped along these vessels. A 
radical operation fulfilling Sampson Handley’s postu- 
lates demands that these glands and these channels 
should be removed completely and in one block with 
the primary growth. We should not go far wrong if, 
for the practical purposes of operative surgery, we 
regarded the stomach as supplied not by four but 








Simplified schema of thearteriesand lymphaticspf the stomach. 


by two arteries, the left gastric along the lesser curve, 
and the right gastro-epiploic along the greater. The 
right gastric artery is usually represented by a leash 
of small off-shoots from the hepatic artery and it 
belongs to the duodenum rather than the stomach ; 
the left gastro-epiploic is equally hypothetical, 
usually no more than the last vas breve. The chief 
lymphatic vessels and the chief glands accordingly 
accompany the right gastro-epiploic and the left 
gastric arteries, and it is part of a radical operation 
that these territories should be removed intact 
(Fig. 4). 

The standard gastrectomy is one in which the 
branches of the right gastro-epiploic are tied an inch 
below the arch, and the trunk itself is divided at the 
level of the pylorus, while the left gastric artery is 
tied at the highest point in the lesser curvature that 
can be reached by pulling the stomach downwards. 
From the point of view of radical cancer surgery, 
this is comparable to an operation for cancer of the 
breast in which all branches of the axillary artery and 
vein are divided 1 inch from the parent trunk, so 
that the central glands are left behind. To make 


FIG. 5 




















The parts removed in standard and radical gastrectomy. 
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gastrectomy more truly radical the omentum, includ- 
ing the whole gastro-epiploic territory and the 
important lining of the lesser sac, must be detached 
along the bloodless embryonic plane right up to the 
hepatic flexure. The right margin, still containing the 
gastro-epiploic artery, is then swept upwards towards 
the duodenum, and the artery divided between 
ligatures only when the groove between the pancreas 
and duodenum is 
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not be tolerated in the axilla, and has already been 
criticised in the greater curve. It is adequate in 
gastrectomy for ulcer; it is not radical surgery for 
cancer. 

The artery must be tied just beyond its origin 
from the coeliac axis. This can easily be done if the 
stomach is held upwards by an assistant when the 
artery can be 
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ing, and thence 


down the lesser Removal of lymphatic tissues in 
curve. It leaves 
the celiac axis about two inches below the 


cesophageal opening, and, after a short course as a 
trunk, breaks up some distance from the stomach 
into a number of branches, some of which go up 
towards the cardia, others down to the pylorus. 
The considerable interval between this division and 
the stomach wall is filled by a mass of fat and the 
terminal glands for the lesser curve, the whole forming 
a kind of gastro-pancreatic omentum that juts widely 
into the upper half of the lesser sac. Division of the 
left gastric artery in the lesser curve is no more than 
a division of its branches, a procedure that would 


PNEUMONITIS * 
By JAMES MAXWELL, M.D., F.R.C.P. Lond. 


ASSISTANT PHYSICIAN TO 8ST. BARTHOLOMEW’S HOSPITAL ; 
PHYSICIAN TO THE ROYAL CHEST HOSPITAL, LONDON 


For several years medical writers in the United 
States have been referring to ‘“‘ pneumonitis,” and 
papers published in this country are now beginning 
to make use of the term, but so far without any 
exact definition. A recent paper by Gill (1938) has 
drawn attention to the condition as a clinical entity, 
and it has stimulated the criticism that this is an 
unnecessary and misleading addition to our already 
too extensive terminology. Undoubtedly the term 
is unnecessary if the condition can be adequately 
described by words already at our disposal; it is 
misleading only if it distracts our attention from the 
essential problems of prognosis and treatment. If it 
can be shown to cover a definite group of cases, in a 
manner which is not otherwise fulfilled, then it seems 
reasonable that the term “‘ pneumonitis” should be 
adopted. 


* Presidential address given to the North London Medical 
Society on May 20th, 1938. 


standard and radical gastrectomies. 


glandular tissue 
downwards 
to the point 
selected for division of the stomach wall 
(Figs. 5 and ‘6). 

We may suggest that there are three ways to attack 
the desperate problem of cancer of the stomach, in 
the hope of improving the present gloomy outlook. 
We may lessen its incidence by studying and eliminat- 
ing predisposing factors, we may secure cases in a 
more hopeful stage by medical education and improved 
diagnosis, and we may make our surgery more 
effective. It is with this last aspect, chiefly, that 
I have attempted to deal. 


(To be concluded) 


It has hitherto been customary to classify all the 
acute infective consolidations of the lung tissue which 
can be diagnosed clinically under the heading of 
“pneumonia.”” The routine use of radiography of 
the chest in many acute illnesses has brought 
to light many cases in which there are appreciable 
patches of consolidation, sometimes without physical 
signs, in patients who do not present a picture in 
any way suggestive of pneumonia as it is commonly 
understood, and these patients may even be ambu- 
latory. Such terms as “low-grade” or “ atypical” 
pneumonia hardly seem to meet the requirements of 
these cases, for there is an obvious clinical distinction 
in that the patient is much less toxic and the prognosis 
is almost invariably good. It ig, in fact, misleading to 
class this condition as pneumonia when the effects 
of any specific line of therapy are being investigated, 
for the good prognosis of these cases might quite 
easily help to confer an impression of merit, not 
wholly deserved, upon the method of treatment 
under trial. The inclusion of different proportions of 
these cases may well be the cause of the very con- 
siderable variations recorded in the mortality from 
pneumonia. 

Another reason why the use of the term pneumonia 
should be restricted is that, to the patient and to 
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his relatives, pneumonia is a very serious disease, 
and it engenders an atmosphere of anxiety which is 
always harmful and often unnecessary. 


LOCAL AND GENERAL REACTION 


It must be remembered that an acute inflammation 
in the lung does not differ in any material respect 
from one elsewhere. The reaction to infection is of 
two main types, local and general. In acute pul- 
monary infections the local response in the early 
stage will be one of vasodilatation, exudation, and 
consolidation, and it is to this early consolidation 
that the term pneumonitis is applicable in the first 
place. Very often, when the local and general 
resistance to the infection is sufficient, the condi- 
tion remains stationary for some days and then 
resolves completely. If the local tissue resistance is 
not sufficient to control the infection the natural 
result will be pus formation in the lung, with or 
without cavity formation, the condition being then a 
suppurative pneumonitis or lung abscess. 

The local manifestations in the lung are often the 
presenting clinical feature and attention is con- 
centrated upon them, but the general resistance of 
the body must also be taken into consideration. 
There can be massive infection of the lung with very 
little evidence of general toxzmia or, on the other 
hand, most intense toxic phenomena with compara- 
tively little consolidation in the lung. An early 
clinical feature of true lobar pneumonia and of 
broncho-pneumonia is the evidence of general toxemia. 
The patient with true lobar pneumonia is flushed, 
sweating, and cyanosed, with rapid respirations and 
the usual febrile symptoms. It is difficult to class 
this condition in the same group as an acute pul- 
monary consolidation which, although it may cause 
considerable rise in temperature and pulse-rate, is 
not associated with any great alteration in the 
respiration-rate and which in many cases does not 
make the patient acutely ill. The rise in the 
respiration-rate in lobar pneumonia is commonly 
evidence of toxemia, for the dyspnea is out of all 
proportion to the amount of lung tissue which is out 
of action. This dyspnea is the distinguishing feature 
of true pneumonia, and it is only to the type of case 
with respiratory embarrassment that the term 
** pneumonia ” can be strictly applied. 

It is sometimes stated that the more benign type 
of consolidation cannot be classed as a separate entity 
because we know little or nothing of its pathology. 
A transient condition which is benign, and at the 
same time deep-seated, can hardly be studied in the 
human subject unless he dies from some accidental 
cause during the illness. It is therefore no argument 
to claim that the condition does not exist because it 
cannot be studied under the microscope. The clinical 
observations are well established, and are sufficiently 
backed by radiological evidence to give us a fairly 
accurate clue to the nature of the condition. In 
addition we have at our disposal the method of 
experimental study in animals. It is however mis- 
leading to study infections of the respiratory tract in 
quadrupeds, for in them the method of bronchial 
drainage is entirely different. The cough reflex is an 
important mechanism for keeping the respiratory 
tract clear in human beings, and cough is common 
in man, whereas it is comparatively rare in the lower 
animals; an epidemic of coughing in racing stables 
is back-page news in the evening papers, especially 
when a favoured candidate for a big race happens to 
be affected. It is essential that experimental work 
should be carried out as far as possible on the 
monkey, which is fairly comparable to man. 
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The only experimental work to which any serious 
significance can be attached is that of Blake and 
Cecil (1920). They studied the result of experimental 
pneumococcal infections in monkeys, injecting known 
quantities of organisms directly into the trachea, and 
found that the organisms gain entrance to the 
respiratory tract through the mucous membrane of 
the main bronchus. The infection then spreads 
through the interstitial framework and lymphatic 
system of the lung, so that the first stage of pulmonary 
infection is an interstitial pneumonitis. Meantime 
the blood stream may become infected, probably by 
way of the lymphatics. As the inflammation pro- 
gresses exudate is poured out into the alveoli, and the 
lung is then solid. With pneumococcal infections the 
interstitial infection is not severe and there is no 
destruction of tissue, so that the lung is restored to 
its normal state when the inflammatory process has 
resolved. The inflammation nearly always begins in 
the region of the hilum and spreads rapidly along 
the fibrous framework of the lung towards the 
periphery. 


RESULTS OF VARYING RESISTANCE 


The subsequent course in the human _ subject 
depends upon the virulence of the organism and the 
resistance of the patient, which can be classed under 
two headings, local and general. These two forms of 
resistance do not run parallel, and it is this fact that 
determines the type of illness. The variations can 
be expressed as follows : 





RESISTANCE TO INFECTION RESULT 
General. Local. 
Good hos oo Good ae Pye Pneumonitis. 
Good ei me Bad Lung abscess. 
Bad - Pe Good aie Bis Pneumonia. 
Bad ig aS Bad ‘0 awa Septicemia, 


Good general and local resistance will result in a 
localised infection of the lung without gross toxemia, 
whereas if the general immunity mechanism breaks 
down the patient will exhibit evidence of the severe 
toxemia that is characteristic of pneumonia. If the 
local resistance is not sufficient to deal with the 
infection of the lung tissue the result will be a lung 
abscess. Patients who have no resistance, either 
local or general, will develop septicemia or py#mia, 
and here the outlook, as would be expected, is almost 
hopeless. 

It can be seen therefore that there may be local 
infection of the lung tissue with consolidation without 
evidence of general toxzmia, and it is this condition 
to which it is suggested that the term ‘“ pneumonitis ”’ 
should be applied. A condition that begins in this 
benign manner may later develop into true pneumonia 
if there is a subsequent breakdown of the general 
immunity mechanism, and the change can be followed 
on the chart by watching the respiration-rate. Failure 
of the local resistanee will result in the formation of 
a lung abscess, and it is highly probable that a 
so-called primary lung abscess, and indeed many 
other types of lung abscess as well, are formed thus. 


ANALYSIS OF CASES 


If acute infections of the lung are considered in 
this way a great many cases of pneumonitis will be 
brought to light. A summary of 24 cases, seen in the 
course of the last two years, indicates the chief 
wtiological and clinical features. 


Age.—The incidence appears to be evenly spread, 
the youngest patient being 14 and the oldest 79. 
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Local symptoms.—Cough was, as would be expected, 
the most prominent symptom. It was severe in 
6 cases, moderate in 9, slight in 7,and absent in 2. 
Sputum was copious in only 3 cases, slight in 17, 
and absent in 4. Hemoptysis was comparatively 
uncommon. In only 1 case was there frank blood 
in the sputum, and in 3 the sputum was _ blood- 
tinged. In the remaining 20 there was no hemoptysis 
of any sort. 

General symptoms.—The temperature varied from 
100° to 105° F., and on the average was 101°—102° F. 
The pulse-rate varied between 80 and 120 and 
averaged 100. The respiration-rate was perhaps the 
most significant distinction between pneumonitis and 
pneumonia. The highest rate recorded in this series 
was 30 per minute, and the average was 26. It 
would hardly seem possible that a diagnosis of 
pneumonia could be applied in cases where the 
respiration was so free from embarrassment. 

Physical signs.—There were definite signs of con- 
solidation in 23 cases, the chief being impairment of 
percussion note (17), weakening of the breath 
sounds (11), and added sounds (13). The added 
sounds varied according to the stage at which the 
patient was examined, crepitations being heard when 
there was a recent infection and rAles in the later 
stages. 

Site of the lesion.—The distribution was fairly 
general, but the lower lobes were rather more com- 
monly affected than the upper. The left lower was 
involved ‘in 9 cases, the right lower in 6, and both 
lower lobes in 1 case. The left upper lobe was 
affected in 3 and the right upper in 5 cases. 

Radiographic signs.—In 1 case there were no 
respiratory symptoms and no local signs, and the 
diagnosis was made entirely on the radiogram, which 
showed a patch of consolidation which cleared within 
a few days. In most of the patients radiography was 
not practicable, but in these the physical signs were 
definite enough to enable a positive diagnosis to be 
made. Radiograms were obtained in 11 patients 
during the acute stage, and in each of these an area 
of consolidation was demonstrated. The change was 
mostly localised but occasionally a diffuse infiltration, 
suggestive of tubercle, was seen. 

Bacteriology.—Unfortunately the sputum was rarely 
examined bacteriologically in these cases, and it is 
therefore not possible to form an opinion as to whether 
they were due to any particular type of infection. In 
1 patient the sputum contained Type I pneumo- 
cocci in pure culture, and in 4 others the bacteriology 

yas mixed, with a predominance of streptococci. 

Complications.—There were very few complications 
in this series. Dry pleurisy occurred in 2 cases, clear 
pleural effusion and empyema each in 1 case, true 
pneumonia in 1, and heart failure in 1. 

Termination.—The duration of the illness varied 
from one to six weeks but averaged just over two 
weeks, and complete recovery was the rule. Two 
patients died, one as the result of the development of 
true pneumonia after five days and one, aged 79, of 
heart failure. 


Consideration of this series shows that this con- 
dition differs from lobar pneumonia in that the 
mortality is extremely low. The acute infections in 
the lung merge into each other, but there are certain 
clearly defined groups which run a fairly consistent 
course and in which the prognosis can therefore be 
fairly confidently assessed. There is a very definite 
need for a term to describe the more benign acute 
infections, and “ pneumonitis’? appears to be an 
eminently suitable word for this purpose, since it 
describes the condition satisfactorily and is soundly 
derived. 


SUMMARY 


Where a patient’s local and general resistance is 
good there may be localised infection of the lung 
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without gross toxemia. The temperature and pulse- 
rate may be raised but the rapid respiration 
characteristic of true pneumonia is absent, and 
diagnosis may depend upon radiographic signs. The 
prognosis in such cases is very much better than in 
true pneumonia. 

There is a definite need for a term to describe this 
benign condition and it is suggested that the name 
** pneumonitis ” is suitable and should be generally 
adopted. 
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SIncE Corning in 1885 introduced the method of 
inducing analgesia of parts of the body by the 
intrathecal injection of anzsthetic solutions, incessant 
attempts have been made to render the method 
safer and more subject to control. 

Control and safety are, obviously, inextricably 
intermingled ; for if the injection can be so given 
that its action is localised to the region required 
and lasts no longer than the operation, the toxic 
effects of the drug used will be minimal, and it will 
not reach those parts of the central nervous system 
where its action might do damage. 


HEAVY SOLUTIONS 


The first efforts to achieve these aims consisted 
in the addition of materials that made the anesthetic 
solution more viscid and much heavier than the 
cerebro-spinal fluid. In this way it was hoped that 
localisation of action could be obtained by gravita- 
tional (postural) means, while the viscosity would 
prevent too rapid admixture with the cerebro-spinal 
fluid with subsequent dangerous spread and toxic 
absorption. 

In this country some valuable pioneer work was 
done by Barker who produced a solution of Stovaine 
rendered heavy and viscid by the addition of dextrose, 
and introduced refinements of technique to overcome 
some of the obvious errors and deficiencies in 
the actual administration. He also carried out a 
series of experimental demonstrations using glass 
tubes in which the distribution of suitably coloured 
solutions could be followed by direct observa- 
tion. Such methods have now become part of 
the standardised experimental technique of investi- 
gating the distribution of solutions in the spinal 
theca. 

Heavy solutions of this type (usually with procaine * 
in place of stovaine) are ‘still extensively used, 
especially for operations below the umbilical level. 
They have, however, certain inherent disadvantages, 
the chief of which are (1) lack of ability to control 
the upper limit of action precisely, and (2) the fact that 
the fall of blood pressure, which of necessity accom- 


* The very numerous synonyms for procaine have often misled 
observers into thinking that they are dealing with a new drug 
having special properties. It is therefore necessary to mention 
some of the commoner of these : Novocain, Ethocaine, Allocaine, 
Syncaine, Kerocaine, Neocaine, and Planocaine. The active 
agent in Duracaine, Spinocaine, and Novutox is also 
procaine. 
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panies the vasomotor paralysis of a large vascular 
area, cannot be overcome by the adoption of the 
“head-down ” position, at least until such time as 
the anesthetic has become “ fixed ’—a period that 
may vary from five to twenty minutes. Localisation 
is achieved in this method by placing the patient 
flat on his back immediately after injection of the 
solution in the lumbar region ; the anesthetic solution 
thus gravitates to the lowest part of the dorsal curve. 
Unfortunately this curve varies tremendously from 
one spine to another, and as in the dorsal decubitus 
the spine is in contact with the table the lowest point 
of its curve cannot be visually determined. Empiric 
tilting of the table is advocated to overcome this 
defect but it does not, of course, rectify the errors 
due to the anatomical variations just mentioned. 
Great accuracy of localisation is therefore not to be 
expected with the use of heavy solutions. 


LIGHT SOLUTIONS 


Considerations of this character have led to the 
introduction of solutions having a lower specific 
gravity than that of the cerebro-spinal fluid. There 
are two distinct varieties of light solutions : in the first 
a solution primarily heavier than the cerebro-spinal 
fluid is levitated by the addition of alcohol, in some 
instances being also rendered viscid by the addition 
of a small quantity of dextrin or glucose; in the 
second variety anesthetic agents of tremendous 
activity are employed in extreme dilution so that the 
primary specific gravity of the solution is less than 
that of the cerebro-spinal fluid, no levitating agents 
being necessary. Experience indicates that the 
addition of aleohol (up to 16 per cent.) to the solution 
has no permanent deleterious effect upon the nerve- 
roots, but it is known that the injection of alcohol, 
even a few minims, for the relief of intractable pain 
is not entirely devoid of risk. It seems unnecessarily 
hazardous to employ solutions carrying even a remote 
risk and I have therefore abandoned such solutions 
in favour of the primarily light 1 in 1500 Percaine 
having added salt to bring the specific gravity up 
to 1-003. This solution is slightly hypotonic, but 
I believe this to be of no importance when admixture 
with cerebro-spinal fluid occurs. 

The great virtue of light solutions lies in the fact 
that from the start the patient can be 
placed in the head-down position, while, 
as will be seen later, their gravitational 
spread can be subjected to the direct 
control of vision so that variations in 
the spinal curves do not upset the 
localisation. 


SPREAD OF INJECTED FLUID 

The spread of injected fluid in the 
spinal theca is determined by many 
factors and is the resultant of all the 
forces applied. Opinions vary regard- 
ing the relative importance of these 
forces, but it is agreed that the chief 
are: 

(1) Gravitation, almost certainly the 
most effective and due to differences in 
the specific gravity between the solution 
introduced and the cerebro-spinal fluid. 

(2) Barbotage, the production of a to- 
and-fro movement in the mixed solution 
and the cerebro-spinal fluid, by suitable 
manipulation of the piston of the syringe. 
Since many factors are unknown, includ- 
ing the capacity of the theca, this 
method does not lend itself to precise 
control. 
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(3) Massive displacement by the injection of a large 
volume of solution. The same criticism applies to 
this method as to (2). 

(4) Movements due to the pulsations of the dura 
with each heart-beat. In surgical exposure of the 
theca, until the dura is opened, this movement is 
observed to be very slight; the pulse is really a 
pressure wave and not a displacement which could 
affect the distribution of the injected fluid to any 
great extent. 

(5) Diffusion: this can be seen in glass tube 
experimental injections to be very slow and 
ineffective. 

(6) Convection, due to temperature differences (see 

later), 
It will be clear that several of these factors will be 
acting in greater or less degree whatever form of 
injection is made, but experience shows that the 
most reliable control is obtained by gravitational 
means, since these are less subject to the effects 
of varying and unknown factors than the others. 


THREE TECHNIQUES 


Many ingenious methods have from time to time 
been used in an attempt to gain control of the distri- 
bution of the anesthetic solution, but three only of 
the better known (all using. light solutions for the 
reasons already given) will be considered here. It 
must, of course, be recognised that many other 
methods which give perfect results below the umbilicus 
are unsuited for the upper abdomen or chest; it is 
with the application of spinal anzsthesia in these 
regions that we are here chiefly concerned. 

One of the best known techniques is that of the 
late Dr. Howard Jones. In brief this consists of the 
injection of 12-20 c.cm. of 1 in 1500 hypobaric 
percaine at the interval between the 2nd and 3rd 
lumbar vertebre with the patient in the lateral 
position ; he is then immediately turned on his face 
on a flat table and kept in this posture for six minutes. 
After this he is placed on his back in the head-down 
position and the operation immediately started. I 
was privileged to work with Jones while this method 
was being elaborated and have performed a large 
number of abdominal operations under its influence 
without any anxiety and with excellent anesthesia 
and relaxation. It has been employed successfully 
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SOMATIC SUPPLY 


FIG. 1.—Diagram illustrating the widespread origin of the nerve-supply 
of the abdomen. It will be noted that in order to achieve complete 
abdominal anesthesia it is necessary for all the roots from the second 
dorsal downwards to be anesthetised; even then the special vagus 
sensation remains. The interrupted lines indicate extensions of the 
accepted supply suggested by the author’s clinical observations. 
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in many thousand of cases and must therefore be 
regarded as very satisfactory. I have always felt, 
however, that an unnecessarily large dose and quantity 
of solution is required because the postural control 
is very imperfect ; its great success depends upon the 
use of a sufficient overdose to correct the errors of 
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FIG. 2.—Scheme to show the 
indicated by intensity of stippling 
is marked on the wall of the operating theatre. 


localisation due to (a) the greatly varying curves of 
the dorsal,spine, and (6) the fact that the injection 
is made in the lateral position so that its initial 
distribution is determined by the lateral sag of the 
spine and not by the essential dorsal curve. 

The next method for consideration is the rather 
complicated technique introduced by Kirschner. 
Believing that the spread of anesthetic solutions in 
the dorsal sac “is not markedly influenced by 
differences in specific gravity whether the pelvis or 
head be elevated,” he controls the position of the 
solution by the injection of air.into the sac. The 
important points in this technique are as follows. 
The solution is of 1 in 200 percaine rendered viscid 
by the addition of dextrin and levitated by the 
addition of alcohol. The patient is placed in the 
head-down position (25°) and through a needle 
introduced in the lumbar region the caudal end of 
the sac to the level of the needle is emptied of 
eerebro-spinal fluid and filled with air. A small 
dose of the anesthetic solution is then introduced 
and floats on the inter-level between 
fluid and air. By the further injection 
of air under control the solution can be 
forced cephalwards—i.e., down—along 
the theca to any desired level and held 
there during the whole course of the 
operation. As can be appreciated the 
technique is a complicated one and 
requires a fair amount of equipment. 
The results achieved, as shown by 
Kirschner’s charts, do not appear to 
be any superior to those obtained by 
the much simpler method to be described 
later. Indeed the chart shown in Fig. 3 
corresponds very closely with those 
given in Kirschner’s article. 

The third method is that of Wilson, 
who uses the 1 in 1500 percaine solution. 
The injection is made fairly rapidly in 
the lumbar region with the patient in 
the upright position and this posture is 
maintained for a standard number of 
seconds. The patient is then immedi- 
ately placed flat on his back. The rate 
at which a hypobaric solution will 
ascend in the theca depends upon the 
difference between the specific gravities 


FIG. 3. 
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yrobable distribution of the anmsthetic solution, 
The horizontal line against which the spinal curve is *‘ sighted ”’ 





blood-pressure 
15 min. is due to the head-down tilt of the table, the pressures being taken 
in the brachial artery. 
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of the solution and the cerebro-spinal fluid. The 
former is known but the latter is usually uncertain, 
since the specific gravity of the cerebro-spinal fluid 
varies from one individual to another between 1-004 
and 1-008. For this reason the method appears to 
be theoretically unsound ; my rather limited experi- 
ence of it seems to 
indicate that the 
practical results 
reflect this opinion. 
The increasing ad- 
mixture of the solu- 
tion with the 
cerebro-spinal fluid 
as it ascends 
wigs would be expected 
er to bring the specific 
~ gravities of the two 
> 80 close together that 
the ascent to dan- 
gerous regions would 
be unlikely, and it 
might even be antici- 
pated that the ascent 
would be self- 
limiting ; but cases are recorded where the ascent of 
the solution was apparently too rapid so that the 
phrenic roots were affected and artificial respiration 
had to be kept up for a long period. Although, 
therefore, in the majority of cases this technique 
proves satisfactory it cannot be regarded as very 

precise or entirely safe. 






concentration being 


THE DESIDERATA 

Before describing a new technique which is the 
subject of this article it may be as well to consider 
what the requirements of+a spinal anesthetic for 
abdominal work actually are. First and foremost 
it must be safe. When fatalities have, luckily, 
to be reckoned by decimal points it becomes rather 
difficult to compare methods, and there can be no 
denying that all those so far mentioned are reasonably 
free from risk. Safety must depend upon the use 
of relatively non-toxic drugs (preferably in dilute 
solutions), proper control of their distribution, and 


the careful exclusion of those rare cases in which 
Scem.!/1500 Percaine2/3 L Partial 
Table tilted head down Gastrectomy 


0 | 2 3 4 
HOURS 
Chart to show the waxing and waning of the anesthetic area. The 
curve is superimposed The sudden rise at the end of 
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the use of a spinal anesthetic is definitely 
contra-indicated. 

Control has usually been considered to be a question 
of obtaining a very limited zone of anwsthesia in 
the region required. This aim may be very laudable 
in the case of operations involving regional somatic 





FIG. 4.—The patient is lying face downwards with pillows packed under 
the lower chest to increase the dorsal curve This is then “ si 
against the horizontal line painted on the wall of the operating theatre 
For upper abdominal operations the seventh dorsal spinous process 
is brought to the apex of the curve by suitably tilting the table 


nerves only—e.g., certain chest operations—but the 
whole idea requires revision when we come to consider 
theabdomen. Here the nerve-supply of the abdominal 
wall and parietal peritoneum comes from the dorsal 
nerves 6-12. The visceral splanchnic supply comes 
from the splanchnic nerves which are derived from 
the dorsal sympathetic ganglia 5-12. It might 
appear therefore that a zone of anzsthesia extending 
from D.5 to D.12 would be adequate. But the 
following factors must also be considered. At the 
upper limits of action the anzsthetic solution has 
been much diluted by admixture with the cerebro- 
spinal fluid ; the duration of the anesthesia, therefore. 
is reduced and to compensate for this the upper 
limit of anzsthesia should be 2—3 segments above that 
anatomically required. In addition I have a good 
deal of clinical evidence to show that the splanchnic 
pain fibres may pass up from the 5th sympathetic 
ganglion for two or three segments in the chain 
before entering the cord. The pelvic peritoneum 
gains a supply from the sacral nerves so that a zonal 
anesthesia extending down to the upper lumbar 
nerves would not give pelvic anesthesia. I have 
also been able to demonstrate that this pelvic supply 
may extend up along the urachus almost as far as 
the umbilicus. This interesting observation might 
have been expected from our knowledge of the 
morphology of the allantois; the clinical result is 
that the urachus may remain sensitive when the 
surrounding peritoneum is completely anesthetic. 
Stimulation of the sensory fibres of the vagus by 
traction on the stomach in the presence of complete 
splanchnic anzsthesia gives rise to a special sensation 
of intense nausea, but not to actual pain as usually 
understood. Since no form of spinal anesthesia can 
with safety involve the vagal roots it is clear that 
this sensation can be diminished when necessary only 
by the peri-cesophageal injection of local anzsthetic 
after the abdomen is open, a manceuvre which I 
have successfully practised for ten years. 

For complete abdominal anzsthesia, therefore, the 
action of the solution must extend from the 2nd 
dorsal to the 3rd lumbar roots, while the presence 
of at least analgesia in the sacral region will be of 
great advantage in some low cases (Fig. 1). 

Precision of control thus implies ability to determine 
the limits (especially the upper limit) of the anzs- 
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thesia and does not of necessity mean a very restricted 
zone of action. 


THE METHOD RECOMMENDED 


In designing the technique now to be described 
the following points were borne in mind : 


(1) The’ solution should be free from 
levitating agents. This limited the choice 
to percaine, which alone of all the materials 
so far used is primarily lighter than cerebro- 
spinal fluid in effective strengths. The 
solution is 1 in 1500 with saline added to 
bring the specific gravity up to 1-00345 at 
35-5° C. The difference between this and 
the cerebro-spinal fluid at an average of 
1-0065 is very slight, so that the technique 
must be perfect if there are to be no failures. 

(2) The anesthesia must extend from the 
2nd dorsal to the 3rd lumbar with at least 
a partial effect below that level down to 
the sacral nerves. 

(3) Injections above the intervertebral 
level 2-3 L. are subject to the risk of 


~i damage to the cord and are never used. 
sighted 


(4) Admixture of the solution with the 
cerebro-spinal fluid is unavoidable, but the 
solution should be so given that as little 
mixing as possible occurs and the quantities 
used should be the smallest found by experience to 
give satisfactory results. 

(5) The head-down position should be possible 
from the start to the finish of the operation, and 
afterwards to avoid the major effects of the inevitable 
fall of blood pressure. 

(6) Control should be visual as far as possible. 


With these points in mind the following technique 
was evolved. 

The patient, who may have had a preliminary 
injection of morphia and atropine—the latter to 
avoid some of the effects of unbalanced vagus action 
on the heart—is given an injection of 1 grain of 
ephedrine and is then placed face downwards on the 
operating table. Pillows are now packed under the 
lower part of the chest to produce a well-marked 
dorsal curve ; special appliances designed to produce 
this position have been abandoned in favour of the 
simple use of pillows. The back is now marked 
with iodine smears as shown in Fig. 5; the lowest 
line indicates the intercristal plane, the second line 
the 2-3 L. interval, and the top line marks the 7th 





FIG. 5.—The essential landmarks are indicated by iodine 
painting: the lowest is the intercristal line; higher is the 
second-third interspace; while at the top is the 7th 
spinous process. 
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The dorsal curve is now 
sighted ” against an horizontal black line painted 
on the wall of the operating theatre, and the table 
tilted until the marked 7th spine lies at the 
apex of the curve. The considerable variations in 
the bodily contours may necessitate tilting the table 
with the head end up or down in order to bring the 
7th spine uppermost. If it is necessary ‘to adopt 
the reverse Trendelenburg position to attain this aim, 
the legs are flexed up at the knees to counteract to 
some extent the gravitational circulatory effects 
upon the otherwise dependant limbs. It will be noted 
(see Fig. 4) that the head is kept flexed well down 
so that no solution can reach the cervical region. 


dorsal spinous process. 
e 
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Using the same solution with a hypodermic needle 
a weal is raised on the skin at the point of injection 
and a little of the solution is also placed along the 
proposed needle track. A fine-bore stainless steel 
needle is now introduced at this level in a direction 
exactly vertical to the surface in all planes. The 
needle, which has a closed end and a lateral aperture, 
should also have a very short bevel which is kept keen 
by an occasional touch on an Arkansas slip. The 
passage of the needle should be deliberate and slow 





FIG. 6 


- The skin over the 2-3 L. interspace is infiltrated locally 
with a little of the solution and the interspinous ligament 


also receives a local injection The fine-bore needle is intro- 
duced vertically to the skin surface until the dura is penetrated 
and a drop of cerebro-spinal fluid appears 


so that the penetration of the dura can be easily 
felt; if the 2-3 L. interval proves difficult the 3-4 
or 4-5 L. may be used, adding 0-5 c.cm. to the total 
dose for each space one lower down. Very 
rarely indeed is it necessary to make more than one 
attempt to reach the theca if care be taken in the 
details of the technique. As the needle is introduced 
more or less vertically it may occasionally happen 
that when the dura is penetrated no cerebro-spinal 
fluid appears, the intrathecal pressure being insufficient 
to cause it to flow up the needle against gravity. 
A cough by the patient or a little suction applied 
by a syringe soon overcomes this difficulty. The 
needle is rotated and pushed on slightly to determine 
that the aperture is well within the dura, and it is 
then turned so that the lateral aperture points up 
the spine (a mark on the needle mount indicates 
this). 

The pereaine solution has in the meantime been 
warmed to about body temperature or a little above. 
There is no need to determine this temperature 
accurately since the slow injection through a needle 
of very narrow bore will allow of adjustments to the 
body temperature before the theca is reached, provided 
that the initial temperature difference is not too 
great. It has already been mentioned that this 
method depends for success upon comparatively 
minute differences of specific gravity and, as is well 
known, the specific gravity of any fluid varies rapidly 
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FIG. 7.— The syringe is carefully attached to the needle and the 
injection made very slowly and deliberately Note the left 
hand steadying the syringe and preventing displacement. 
Ten minutes after the injection is completed the pillows are 
removed, the patient is turned over to his back, and the 
table is given a head-down tilt. 


with the temperature. This is therefore an important 
point in the technique. I have been able to demon- 
strate that a cold solution may have such an increase 
in its specific gravity as to render it heavier than the 
fluid that it travelled caudalwards instead of 
cephalwards. 

The syringe is now attached to the needle, taking 
eare that the latter suffers no displacement in so 
doing. The solution is injected very slowly to avoid 
turbulence and, as far as possible, to get the percaine 
solution to travel as a ‘‘ bundle ”’ to the highest point 
of the theca. At least two to three minutes should 
be taken to introduce 6-9 c.em. The quantity to 
be injected varies a little with the size of the patient 
and the nature and expected duration of the operation, 
but as a working rule for those accustomed to the 
Howard Jones method it may be indicated that half 
the quantities they have previously used are sufficient. 
As a further guide, a partial gastrectomy in a big 
man will take 9-0 ¢.cm., this being the maximum 
dose used. A cholecystectomy in a medium-sized 
woman requires 7-5 c.cm. I have performed a 
partial gastrectomy on a small woman with as little 
as 5-5 c.cm. and an appendicectomy (the 10th dorsal 
spine being the highest point in this case) with 
4-5 c.cm. When it is realised that this represents 
only about 3-4 mg. of the drug it will be seen that 
toxic effects are very unlikely to arise. The method 
is quite safe for much larger doses than those mentioned 
here. 

When the injection is completed the needle and 
Syringe are held steady for a further thirty seconds 
and then withdrawn. The patient now remains in 
the same posture without movement for ten minutes 
and is then turned on his back, the pillows being 
removed and the table tilted into the head-down 
position. The operation may be immediately started. 
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THE PATIENT’S SENSATIONS 


Excessively nervous patients are not denied gas- 
and-oxygen if they desire it, but it is my experience 
that once the operation is Commenced the patient 
is so convinced of the efficacy of the anesthesia 
that he usually prefers to remain conscious. I have 
previously emphasised the extreme necessity of 
creating a proper psychological atmosphere in the 
operating theatre when spinal anesthesia is being 
used. Anesthesia should never be tested by asking 
the patient if he can feel pinpricks, the cautious 


application of a towel clip through the skin without 
warning is a better method, while observation of the 
accompanying muscular paralysis may be all that 
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is required to convince the surgeon. With perfect 
technique, however, one need have no fears and the 
operation may be confidently started without any 
tests. The patient’s statement that he can still feel 
should not be regarded too seriously, a natural desire 
that the operation should not be started while he 
can feel makes him ultra-cautious and he prefers 
to err on the safe side by delaying the operation a 
little longer. Apart from this it may be difficult for 
the patient to appreciate that he is anesthetic, for 
he may feel sensations apparently arising from the 
abdominal wall in the same way that an amputee 
still feels his amputated limb. The fact that he 
still retains sensation in his feet may also deceive 
him. It has been a common experience to have a 
patient give a warning that he could still feel quite 
well while one has made an extensive incision which 
failed to attract his attention. The operation may 
reach the stage of opening the abdominal cavity 
while the patient believes that we are waiting for 
the anesthetic to act. Once anesthesia is safely 
established, however, it is usually well to let the 
patient know that the operation has started, since 
the effective demonstration that he is not feeling 
anything has an excellent effect in giving him 
confidence in the method and in allaying his fears. 

It is important, whenever possible, to maintain 
a slight head-down position for 24-48 hours after 
the operation, since this proves to be the most effective 
way of avoiding “‘spinal headaches.” 


ACTION OF THE AN ZSTHETIC 


I believe the modus operandi of this technique 
to be as follows. The injected solution mixes with 
the cerebro-spinal fluid, but as the quantity injected 
increases it mixes less and the light solution ascends 
along the lower dorsal region of the theca, keeping 
chiefly—because of its levity and the directional 
influence of the dentate ligaments—to the dorsal 
aspect On its way it passes among, and anzsthetises, 
the dorsal nerve-roots from the 2nd lumbar 
upwards. The solution finally comes to rest with 
the 7th dorsal spine its highest point, like the 
bubble in a spirit level, some (diluted considerably 
with cerebro-spinal fluid) lying cephalwards of this 
point. In this way diluted solution reaches as high 
as the 3rd or 2nd dorsal nerve-roots (Fig. 2). Once it 
has reached this situation the only forces acting upon 
it are diffusion and absorption, both comparatively 
slow. When the patient is again placed on his back 
any residual weak solution makes its way caudalwards 
to the sacral region where it has a desirable effect 
upon the pelvic nerve-supply. For gravitational 
reasons the anterior motor roots are affected to a less 
degree and extent than the sensory roots but the 
resultant relaxation of the abdominal wall is always 
satisfactory up to one hour. 

Charts showing the waning of the anesthesia have 
been prepared, and as will be seen from the example 
here given (Fig. 3) they correspond very closely 
to those obtained by Kirschner using his much more 
complicated technique. 

The fall of blood pressure during the operation 
has been observed to be less than that obtained 
with any other method, and severe headaches are 
very rarely encountered. There have been no other 
neurological sequel in the whole of this series. 

The method has now been in use for two and a half 
years. My personal administrations only amount to 
300, but several colleagues have used the method 
successfully, and the total number of administrations 
amounts to many hundreds more. 
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It is my belief that adrenaline and Coramine or 
Veritol should always be available to enable any 
collapse to be countered in its early stages, but it 
has not as yet been found necessary to use any of 
these injections when this method is employed. 

It is claimed that this new technique is simple, 
safe, and sure, and that it can be used anywhere since 
it demands the use of no complicated apparatus. A 
tilting table is, however, essential. 


SUMMARY 


For inducing spinal anesthesia it is best to use 
solutions having a specific gravity lower than that 
of the cerebro-spinal fluid. These hypobaric solutions 
are preferable to heavy solutions because the patient 
can be placed from the beginning in the head-down 
position (thus obviating many of the effects of fall 
of blood pressure), and because the spread of the 
analgesia can be more accurately controlled. 

For complete abdominal anzsthesia a widespread 
action of the solution must be obtained ; for upper 
abdominal operations it must extend from the second 
dorsal to the first lumbar roots ; while, if the pelvis 
is to be explored, the sacral roots must be included. 

A new technique is described which allows the 
quantity of anesthetic used to be reduced to half 
the customary amount. 

This technique has now been in use for nearly three 
years in many hundreds of cases and has given 
uniformly good results. It requires no complicated 
apparatus beyond the ordinary tilting operating 
table, and the fall of blood pressure and general 
distress of the patient is less than with other methods. 
Severe headaches are very rare and there have been 
no other neurological sequel. 


I am indebted to Mr. Potts for the photographs 
illustrating an administration at Charing Cross 
Hospital. 
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THE HAMOLYTIC STREPTOCOCCUS 


IN THE ZTIOLOGY OF RHEUMATIC 
FEVER AND RHEUMATOID ARTHRITIS * 


By Wi114m Gotpie, M.B. Aberd., 
M.R.C.P. Lond. and Edin. 


RESEARCH FELLOW IN RHEUMATISM, UNIVERSITY OF LEEDS 
AND LEEDS PUBLIC DISPENSARY AND HOSPITAL 


THE view that rheumatic fever and rheumatoid 
arthritis are different manifestations of the same 
pathological process is no new one, and the results 
of recent research have given it considerable support. 
This theory, which generally speaking seems to be 
more acceptable to laboratory workers than to 
clinicians, is based on certain clinical, pathological, 
and immunological similarities between the two 
conditions. The clinical features common to both 
diseases have been discussed in a recent publication 
elsewhere (Davidson and Goldie 1936), and here I 
propose to consider in addition the significance of 
certain pathological and immunological findings. 


* Based on a lecture read to the Heberden Society on 
Jan. 13th, 1938. 
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We are all familiar with the picture of rheumatic 
fever as it is seen in the child ; it is a disease in which 
the joint involvement is usually either slight and 
transient or absent and the heart condition all 
important. The picture of rheumatoid arthritis as it 
occurs in its classical form in the woman between 
twenty and forty with muscular wasting and 
symmetrical involvement of the small joints is even 
more clear cut. At first sight there appears to be 
no connexion between the two conditions, but a 
study of what one might call the intermediate diseases 
—namely, subacute rheumatism and chronic infective 
polyarthritis—which merge on the one hand into 
rheumatic fever and on the other into rheumatoid 
arthritis, may furnish us with the missing links in 
the chain of disease which some German workers call 
rheuma. The onset of subacute rheumatism may be 
indistinguishable from that of rheumatic fever ; 
it usually follows an upper respiratory infection ; 
and the stiffness and pain in the joints persist for 
weeks or months, but finally disappear without 
leaving any permanent joint change. Chronic 
infective polyarthritis also commences in obvious 
association with some source of infection, frequently 
a streptococcal tonsillitis, and at its onset may be 
indistinguishable from rheumatic fever and subacute 
rheumatism. The differential diagnosis may be in 
doubt for weeks or months until permanent joint 
damage has developed. The disease may affect only 
the large joints at first, but later there may be the 
typical muscular wasting, deformity, and symmetrical 
changes in the small joints believed to be character- 
istic of classical rheumatoid arthritis. 

Lastly classical rheumatoid arthritis is a condition 
which may or may not commence in association with 
some obvious source of infection. In my experience 
it not infrequently begins as an acute febrile poly- 
arthritis following a sore-throat in a manner similar 
to acute rheumatic fever, subacute rheumatism, and 
chronic infective polyarthritis; it may run a pro- 
tracted course characterised by exacerbations clearly 
related to subsequent attacks of tonsillitis and end 
up not only with the typical symmetrical involvement 
of the small and medium joints, but with changes in 
the large joints as well. It would appear therefore 
that all gradations exist between rheumatic fever 
and rheumatoid arthritis, and it must be admitted 
that the dividing lines between rheumatic fever and 
subacute rheumatism, subacute rheumatism and 
chronic infective polyarthritis, chronic infective poly- 
arthritis and classical rheumatoid arthritis are hard 
to define. 

Histological studies of the joint tissues, sub- 
cutaneous nodes, and heart muscle in the various 
rheumatic diseases should be helpful in elucidating 
this inter-relationship. The pathology of the joint 
changes has been studied by various workers, includ- 
ing Klinge (1933) in Germany and Timbrell Fisher 
(1936) in this country. Both workers claim that the 
histological changes in the joints are similar in these 
various diseases. In this connexion however one 
must keep in mind the possibility that joint tissues 
may have a limited power of response to different 
noxious agents, and that therefore these apparent 
similarities may not be due to the same etiological 
factor. The similarity of the histological picture of 
subcutaneous nodes in rheumatic fever and rheumatoid 
arthritis is disputed. The view has been expressed 
by Coates and Coombs (1926), Clawson and Wetherby 
(1932), Klinge (1933), and Dawson (1933) that the 
picture is the same in both diseases. Collins (1937) 
on the other hand is convinced that there are certain 
features which differentiate the two types of nodes. 
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As regards myocardial involvement Klinge has brought 
forward evidence to show that in the majority of 
cases of rheumatoid arthritis which come to autopsy 
scarring is found in the heart similar to that found 
in rheumatic fever ; others however deny this. 


IMMUNOLOGICAL FINDINGS 


The recent claims that a virus could be isolated 
from rheumatic exudates (Schlesinger, Signy, Amies, 
and Barnard 1935, Coles 1935, Eagles, Evans, Fisher, 
and Keith 1937) have tended to overshadow the 
evidence which incriminates the hemolytic strepto- 
coccus as the chief xtiological agent in rheumatic 
fever and rheumatoid arthritis. It is of course well 
recognised that a hemolytic streptococcal tonsillitis 
frequently precedes the onset of acute rheumatic 
fever, subacute rheumatism, and chronic infective 
polyarthritis, and as I have already pointed out a 
similar infection may precede the onset and be in 
close relationship to the exacerbations of rheumatoid 
arthritis. Nevertheless the majority of investigators 
have found it impossible consistently to isolate this 
or any other organisms from the blood and joint 
fluid in any of these diseases. Immunological 
evidence on the other hand strongly suggests the 
frequent association of these two diseases with 
infection with the hemolytic streptococcus. 


AGGLUTINATION REACTIONS 


Many workers have now reported that the serum 
from cases of rheumatoid arthritis will agglutinate 
to a high titre emulsions of the hemolytic strepto- 
coceus (Cecil, Nicholls, and Stainsby 1931, Dawson, 
Olmstead, and Jost 1934, Blair and Hallman 1935, | 
McEwen, Alexander, and Bunim 1936). This agglu- 
tinating property is not shown against cultures of 
alpha and gamma streptococci, nor is it found so 
frequently or at such a high titre in sera from non- 
rheumatic cases. Of twenty-eight cases of rheumatoid 
arthritis and chronic infective polyarthritis examined 
by the writer in Aberdeen twenty-one showed 
agglutination of the Streptococcus hamolyticus at 
a titre of 1 in 200; only 1 out of 20 control cases of 
Similar ages gave positive findings at this titre. 
McEwen et al. (1936) claim that this test differentiates 
rheumatoid arthritis and rheumatic fever, as high 
titres are not found in the latter condition. This 
has not been my finding as 16 out of 31 cases of 
rheumatic fever have shown agglutination at a titre 
of 1 in 200 or over. McEwen was also so impressed 
with the high titres which he found in rheumatoid 
arthritis that he expressed the opinion that the 
reaction was a non-specific one. I am however 
inclined to agree with Race (1936) that a high 
agglutination titre is an indication of long-continued 
chronic infection. I have found no significant 
difference in the agglutinating properties of rheumatic 
and control sera against emulsions of either Strepto- 
coccus viridans or faecalis. 


STREPTOCOCCAL ANTI-HZMOLYSIN ESTIMATION 


Rather conflicting reports have appeared in the 
literature regarding the application of this reaction 
to rheumatic cases; that high titres are found in 
rheumatic fever there can be little doubt (Todd 
1932, Myers and Keefer 1934, Blair and Hallman 
1935, Longecope 1936, and McEwen, Alexander, 
and Bunim 1936). In a series of fifty cases I have 
found titres of over 200 Todd units in 37; none of the 
40 controls of similar ages gave positive results at 
this titre. The position as regards rheumatoid 
arthritis is by no means so clear but most workers have 
reported a considerably greater number of positive 
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results in rheumatoid cases than among controls. 
In my own series 15 out of 60 showed a titre of over 
200 units as compared with 1 out of 50 controls. 
Dawson and Olmstead (1936) have pointed out that 
higher titres are constantly found in early cases, 
and this has also been my finding. 


OTHER IMMUNOLOGICAL DATA 


Stuart-Harris (1935) has shown that the plasma 
clot in cases of rheumatic fever is very often resistant 
to lysis by the hemolytic streptococcus, a phenomenon 
which is also shown by the plasma from cases of 
recent hemolytic streptococcal infection but not by 
normal plasma. This finding has recently been cor- 
roborated by McEwen et al. (1936) and Waaler (1937). 
Waaler claims that the plasma clot from cases of 
rheumatoid arthritis is also resistant, but this has 
not been confirmed. Further evidence of the high 
incidence of streptococcal infection in rheumatic 
diseases has been shown by the demonstration of 
precipitins in the sera from cases of rheumatic fever 
and rheumatoid arthritis against various fractions 
of the Str. hemolyticus (Dawson, Olmstead, and 
Jost 1934, Schlesinger, Signy, and Payne 1935, 
McEwen, Alexander, and Bunim 1936). 

During the past few months I have been investigat- 
ing the immunological evidence of pneumococcal 
infection in the acute and chronic rheumatic diseases 
by comparing the pneumococcal and streptococcal 
anti-hemolysin titre in a series of cases. While the 
number examined is not large enough to enable 
one to draw definite conclusions, it is already clear 
that pneumococcal infection is practically never 
associated with rheumatic fever and rheumatoid 
arthritis. One may conclude therefore from the 
data given above that infections with the hemolytic 
streptococcus are more frequently found in associa- 
tion with the diseases under discussion than in 
normal persons. 


INTRADERMAL TESTS 


Skin tests carried out with extracts prepared from 
streptococcal cultures have thrown some light on the 
part played by these organisms in the etiology of the 
diseases. The extracts are prepared by grinding 
up hemolytic streptococci and dissolving the soluble 
fraction in saline. The solution is standardised 
according to the nitrogen content and a quantity 
containing approximately 0-1 mg. nitrogen is injected 
in 0-1 ¢.cm. of saline intradermally. A positive test 
consisted of an area of erythema and induration 
which is usually at its maximum twenty-four hours 
later. Gibson and MceGibbon (1932) have shown that 
about 90 per cent. of cases of scarlet fever give positive 
reactions to this extract about three weeks after 
the throat infection and that this positive reaction 
persists for many months and even years. Similarly 
in rheumatic fever Coburn (1931), Collis, Sheldon, 
and Hill (1932), and Gibson and Thomson (1933) 
found that a high proportion of patients gave a positive 
response to this extract. Of 80 cases of rheumatic 
fever in our own series which have been tested in 
this way, 61, or 77 per cent., gave positive reactions 
as compared with 32 per cent. positive reactions in 
control cases of similar ages. On the other hand, 
only 27 per cent. of cases of rheumatic fever reacted 
positively to an extract similarly prepared from 
Str. viridans. 

When cases of rheumatic fever were observed 
from the beginning of the illness it was noted that the 
reaction became positive about the second or third 
week as in scarlet fever. In the case of a severe 
infection, however, the appearance of a positive 


test was delayed for weeks and even months, and this 
was especially the case where carditis was marked. 
Four of the eighty cases observed died of pancarditis ; 
in those four cases the skin test remained negative 
throughout. That there had been previous hemo- 
lytic streptococcal infection was shown by the 
exceptionally high antihzmolytic titre of the serum, 
this being over 1000 Todd units in two of the cases. 
On the other hand, there were fifteen non-fatal cases 
in which the skin test was recorded as negative in the 
presence of a raised antihemolytic titre. In the 
majority of these cases the test was carried out once 
or at the most twice, and that in the early stages 
of disease; our experience suggests that the test 
would have become positive in these cases if it had 
been repeated at a later period of the disease. 
Repeated skin tests were also carried out in 85 
eases of rheumatoid and chronic infective poly- 
arthritis and of these 63, or 73 per cent., showed 
positive reactions at one time or another. The 
correlation which Griffiths (1936) has noted between 
the clinical condition and the result of the skin test 
was confirmed. Thus in long-standing burnt-out 
eases the skin test is generally positive, while in 
severe cases of short duration the reaction is usually 
negative. If the latter cases are followed up the 
test is often found to become positive when the 
disease becomes less active as indicated by clinical 
improvement and lowering of the blood sedimentation- 
rate. It seems therefore that there is a similarity 
between severe cases of both rheumatic fever and 


‘rheumatoid arthritis in their lack of skin reaction 


to the endotoxin of the hemolytic streptococcus. 

The significance of a positive skin test is by no 
means clear, but it is my opinion that it gives an 
indication of local immunity to the endotoxin of the 
organism and that it is an index of the circulating 
anti-endotoxin in the body. In severe cases the anti- 
endotoxin formation is deficient and there is no 
“fixing ’’ of the injected endotoxin in the skin cells 
and a negative skin test results; a positive skin 
test indicates an excess of anti-endotoxin with 
consequent “fixing” of the endotoxin in the skin 
cells. In this way the test is analogous to the 
Pirquet reaction which becomes negative in the 
presence of an overwhelming tuberculous infection. 


SENSITISATION EXPERIMENTS 


It has been shown by Klinge (1933) that rabbite 
can be sensitised to foreign proteins. Repeated 
injections of horse or swine serum were used and 
sensitisation was recognised by the development 
of an indurated mass at the site of the last injection. 
Subsequent intra-articular injections of serum then 
produced a non-suppurative arthritis accompanied 
by changes in the heart and vessels, which were claimed 
to be analogous to the lesions found in rheumatic 
fever in man. Similar changes were also produced 
in the heart and blood-vessels by the intravenous 
injection of the sensitised animals with foreign 
protein. 

Dr. I. G. W. Hill and I have repeated and confirmed 
the work of Klinge. We found it possible to produce 
a severe myocarditis by both intra-articular and 
intravenous injections of swine serum in rabbits 
sensitised to that material by previous subcutaneous 
injections. The myocarditis was characterised by 
necrosis of the cardiac muscle together with infiltra- 
tion of round cells and fibroblastic proliferation. 
We have also been able to sensitise animals to the 
ground-up extract of the hemolytic streptococcus 
as used for intradermal reactions. Despite the fact 
that the protein content of the antigen was in the 
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region of one-hundredth that of swine serum, sensitisa- 
tion of the animals as shown by the appearance of 
an indurated mass at the site of the last injection 
occurred after four to six subcutaneous injections. 
Further intra-articular injections produced a non- 
suppurative arthritis, and changes in the heart- 
muscle were also found, although not so consistently 
as in rabbits sensitised to swine serum. The heart 
lesions were less marked and more focal in character 
and consisted of foci of round cell infiltration with 
sometimes small areas of necrosis in the centre ; 
at the periphery of this lesion numerous fibroblasts 
were present. That a similarity existed between 
the lesion produced and a typical Aschoff nodule 
of rheumatic fever was evident, but I am not pre- 
pared to say at this stage more than this. 

We have demonstrated to our satisfaction that an 
antigen which is primarily non-toxic to a rabbit 
can eventually by repeated injection become highly 
toxic and may eventually produce a myocarditis. 
Is it possible that a similar mechanism takes place 
in rheumatic fever? Absorption of considerable 
quantities of streptococcal endotoxin during an 
attack of acute tonsillitis may result in sensitisation 
of the tissues, and the further passage of small 
quantities of the now highly toxic antigen into the 
circulation may set up an arthritis and a carditis. 
In cases where the immunity mechanism is over- 
whelmed by the quantity of endotoxin absorbed, 
the lack of response will be shown by negative skin 
tests although the anti-hemolysin content of the 
serum is high. 

It is to. be noted that all animal species are not 
equally suitable for sensitisation experiments. For 
instance we failed consistently to sensitise rats to 
different proteins. Even in rabbits there was consider- 
able individual variation in the reaction to foreign 
protein. Similarly in man only a small proportion 
of cases of hemolytic streptococcal tonsillitis develop 
acute rheumatism. The factors which determine 
whether arthritis will or will not occur are obscure. 
As to the manner in which the endotoxin gains 
access to the circulation there appear to be at least two 
possibilities—namely, local absorption by phagocytosis 
from the site of infection or the occurrence of a 
bacterizemia. 

The mechanism as one can visualise it in rheumatoid 
arthritis is somewhat different. This disease occurs 
especially in individuals whose immunological 
mechanism is poorly developed, and it is conceivable 
therefore that slight absorption of endotoxin from 
an insignificant focus may result in the production 
of a hypersensitive state of the tissues, and further 
slight absorption may serve to keep the tissues in 
this state. If such be the case it is not surprising 
that one does not find immunological evidence of 
streptococcal infection in all cases ; if a raised anti- 
hemolysin titre is evidence of acute streptococcal 
infection, it is only to be expected that a considerable 
proportion of cases of true rheumatoid arthritis 
will give a normal reading. Chronic infective poly- 
arthritis on the other hand usually affects the com- 
paratively healthy individual whose immunological 
mechanism is presumably well developed. Is it 
surprising therefore that the disease occurs “in 
association with an obvious septic focus”? ? It must 
be admitted that large gaps in our knowledge remain 
which can only be filled by further experimental 
work ; there is still a wide field for research in the 
bacteriology of these diseases. In conclusion I feel 
that much evidence has been accumulated that some 
close association exists between the rheumatic 


diseases and the hemolytic streptococcus and that 
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the clinical manifestations of carditis and arthritis 
may be explained on the theory of sensitisation. 


SUMMARY 


There is clinical, immunological, and pathological 
evidence of an _ etiological relationship between 
rheumatic fever and rheumatoid arthritis. Immuno- 
logical data are presented to show that infection with 
the hemolytic streptococcus is more prevalent in 
these two diseases than in normal persons. Myocardial 
changes showing some resemblance to those character- 
istic of rheumatic heart disease have been produced 
in animals sensitised to bacterial protein, and this 
lends support to the theory that rheumatic fever 
and rheumatoid arthritis result from sensitisation 
to the hemolytic streptococcus. 


The majority of the work described above was 
done in the Department of Medicine, University of 
Aberdeen, under tenure of a fellowship granted by 
the R. T. St. L. Harmsworth Fund. I wish to express 
my indebtedness to Prof. L. S. P. Davidson for his 
help in directing the work and his advice in the 
preparation of this paper. 
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THE complex factors, both physical and chemical, 
which govern the rate of sedimentation of the red 
cells have not yet been clearly defined. Nevertheless 
the sedimentation test has a practical value, because 
experience has shown that persons who have an 
increased sedimentation-rate cannot be regarded 
as normal, and that they are usually suffering from 
some organic disease which causes tissue destruction 
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and toxemia. The disease is commonly an infection, tion test can become a routine part of an ordinary 
a malignant growth, or extensive simple ulceration. blood examination without additional labour. The 
The sedimentation-rate is not increased in uncom- value of the sedimentation test for assessing the 
plicated functional disorders such as pernicious significance of anemia (itself usually a secondary 
anemia (Britton 1936), but when to such a functional phenomenon and merely a symptom of disease) has 
disorder are added other factors—for example, sepsis already been reported on by Britton (1936) in a 
or neoplasm—then the sedimentation-rate becomes series of 800 cases. 
increased. We would emphasise that, whatever method is used, 
An anemic blood sediments rapidly by reason of the slightest deviation of a tube from the vertical 
the anemia itself. Hence the observed sedimenta- greatly increases the sedimentation. Wintrobe’s 
tion of an anemic blood is not the true sedimenta- tubes are easily kept strictly vertical in the special 
tion-rate. If it were possible to apply a proper stand described by Whitby and Britton (1937). 
correction to allow for anz#mia, one would possess The sedimentation test is reliable only if performed 
a valuable means of differentiating anzemias with a within three hours of taking the blood. Wintrobe 
functional basis from those secondary to organic found a normal of 0-9 mm. for men and 0-13 mm. 
disease. Furthermore, the progress of any disease for women in a time of 1 hour. 
process could be more accurately followed by serial Anzmia may be corrected for by the red cell count, 
sedimentation-rates if it were possible to distinguish by the hemoglobin content (Gram 1929), or by the 
between the effects due to variations in the activity volume of packed cells; all these can be directly 
of the primary disease and those due to the associated observed and correlated with the observed sedimenta- 
secondary anzmia. tion-rate. In practice, a volume determination 
The three commonly used methods for determining is preferable to a red cell count, for not only does the 
sedimentation are those of Westergren (1926), Zeckwer former require less personal time, but also it can be 
and Goodell (1925), and Wintrobe (1933). The first determined to within an error of only 0-5 per cent., 
two methods, sanctified by long use, require the blood whereas a red cell count has an experimental error 
to be taken direct into a fluid anticoagulant; the of approximately 5 percent. The various methods for 
blood so taken is unsuitable for routine hematological applying a correction for an#mia to the sedimenta- 
examination. But with Wintrobe’s method, where  tion-rate have recently been reviewed by Gibson 
an exact amount of blood is added to an exact amount (1938). 
of dry anticoagulant, the sample can be used for a Wintrobe and Landsberg (1935) correlated the 
routine blood count and for almost all hematological , volume of the packed cells with the observed sedimen- 
procedures. Furthermore, the same tube of blood  tation-rate. They took samples of normal blood, 
that is used for the sedimentation test is afterwards observed the sedimentation, and afterwards determined 
centrifugalised for the determination of the corpuscular the corpuscular volume. They then rendered the 
volume. Hence with Wintrobe’s method, asedimenta- sample artificially anemic by diluting the blood with 












































































































































































































































autogenous plasma and re-determined 
100 A the sedimentation-rate as well as the 
o AAMT) ests ote, 
\W \\N . AYIA NNN trobe and Landsberg considered that 
- NWN NN N AY N WW NY the relation between observed sedi- 
4 TY WY VANARY N mentation, true sedimentation, and 
7 \ AAA \\ AW Y NN NANI corpuscular volume could be expressed 
s 70h NW ANNAN NAN ANN ~~ N WAAAY as a logarithmic curve heavily lined 
: Ny NN \ AAS AA in Wintrobe’s chart (Fig. 1). They 
£ 6 NN : NYY) NIN WY NW SAYA considered that “ parallel” curves of 
> WAIN ANN NN SENSES th rst lied to increased 
go AAA ARRAS ects ct ee 
E 50 WY SRS "int 
2 NN NN ANN SAS WS N ss SS that though Wintrobe and Lands- 
e NN NWN Ws WS Ns SSIS Sy, ° 3 berg’s logarithmic formula approxi- 
\ N N N mates closely to the mean normal 
s AY AN ANY SSNS SESS curve, except at its two ends, yet 
= 30 ASN ANN AN SENSES the parallel curves (for abnormal 
2 N N " ‘artai 
| RASS «sates are not true. Certain other 
3 K NNSOAN NN SSSSSSSSSSNS ‘ 
r N NESS NSINSSSESSSSS N SESS SSS F ig. 1 shows Wintrobe and Lands- 
N N $ 
10 NAAN Ny SSSR NNER ANN SES SSSSSSSSSSE berg’s chart marked in areas, Any 
TAA NSS} ANSS Ns SSSS8 Saa/ SSESSSSSES point falling in the area above the 
ANN SSS8S SESSSANS SSNS SSSS2. SSSSsS8 line A-B gives a sedimentation which 
, exceeds the volume of packed cells 
10 20 30 40 50 60 —an obvious impossibility. Any point 
Volume of packed red cells c.cm. per 100 c.cm. of Blood falling below the heavy mean normal 


curve gives a minus result for sedi- 


FIG. 1.—Wintrobe and Landsberg’s chart for correcting the sedimentation-rate mentation, again an impossibility. 
for anemia. (The letters A, B, C, D and the shaded area are referred to in The curves to the left of the line 
the text.) The logarithmic curve on which the chart is based is heavily out- C-D show that such bloods as have 
lined. The mean normal volume of packed red cells for men (47 c.cm.) and * l sol > of 15 t 
for women (42 c.cm.) are heavily outlined and the normal sedimentation is a corpuscular volume of io per cent, 
represented by solid and open vertical columns for each sex respectively. or less cannot have an abnormal 

To correct the sedimentation-rate for anemia take the pat of junctien, sedimentation-rate ; this is contrary 
on the chart, of the horizontal] line of the observed sedimentation-rate and the 7 . . > 
vertical line of the volume of packed cells; then follow down the nearest to observed fact. Actually coy aoe 
curved line until it meets the 42 c.cm. vertical line (for women) or the more central portions of the chart 
47 c.cm. vertical line (for men). The horizontal line from this point gives the are correct; the remainder either 
meer ct egy eng enenhess ae @ i volume ot  °¥er-corrects or under-corrects, The 

or example : »served sedimentation-rate mm.; observed volume o shi * : 2 ° 
packed cells 30 c.cm.; corrected sedimentation-rate is 34 for a woman and area which is approximately correct 


6 for a man. is shaded ; it is naturally the area of 
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FIG. 2.—Chart based on multiple observations to enable sedimentation to be corrected for 
anemia. To correct for anemia, find the junction of the 





Curves were made from 
46 cases with abnormal sedi- 
mentation-rates. These 
curves were combined together 
according to the degree of 
increase in the sedimentation- 
rate, and from them were 
produced the curves shown 
in Fig. 2. These curves were 
chosen to delimit the degrees 
of increase in the sedimenta- 
tion-rate suggested by Britton 
(1936). Intermediate curves 
have not been drawn, since 
the accuracy of the method 
is not such as to justify 
the correction of the sedi- 
mentation-rate to a figure 
in the manner of Wintrobe 
and Landsberg. The chart 
enables one to discount the 
anemia in a given case, and 
to state whether the sedi- 
mentation-rate is normal, or 
is doubtfully, slightly, 
moderately, or markedly 
increased. Greater refinement 
is impossible in what is after 
all a rough clinical test, and 
not a scientific measurement. 

Curves were also made from 


50 60 


lines for the observed 


sedimentation-rate and the observed corpuscular volume. This will fall in one of the KI . ati ’ 
zones (normal, doubtful, &c.) which indicates the degree to which the sedimentation-rate 11 anemic patients whose 


is affected. 


For example: Observed sedimentation 60 mm.; observed corpuscular volume 
25 c.cm.; true sedimentation is “slightly ’’ increased. If an approximate compensated 
figure is required, follow the nearest curve down to the point where it cuts the 45 c.cm. 
vertical line (average normal volume of packed red cells irrespective of sex); the hori- 
zontal line at this point is the approximate corrected sedimentation-rate. In the example 


given above this figure is 19 mm. 


normal sedimentation-rate from which the chart 
was constructed. 


EXPERIMENTAL 


’ 


We constructed “‘ sedimentation curves " according 
to the method of Wintrobe and Landsberg (1935). 
Blood was collected into Wintrobe’s special isotonic 
ammonium and potassium oxalate mixture. Part 
of the blood was centrifugalised. The plasma was 
used to dilute the original blood so that a range of 
artificial anemic: bloods was produced whilst with 
anemic bloods the centrifuged corpuscles were used 
to make such bloods, artificially, less anzemic, normal 
and also polycythemic. The sedimentation-rates 
and hematocrits of these specimens were determined 
in the usual way, and the “‘ sedimentation-rate curve ”’ 
constructed from the data so obtained. The heavily 
outlined curves in Fig. 2, which are actually the 
mean of many observations, may also be regarded as 
representing typical curves obtained from individual 
bloods. All such individual curves have the form of 
an S and tend to meet at a point at either end of the 
chart. 


Extraneous influences on the sedimentation-rate 
were minimised by manipulating the blood 
immediately after withdrawal in the shortest possible 
space of time, by sedimenting the various specimens 
simultaneously, and by avoiding centrifugalisation 
as far as possible. 


From observations of 38 normal students a normal 
curve was constructed (the broken curve in Fig. 2) 
and the limits of the normal sedimentation-rate were 
confirmed. 


blood, when reconstructed and 
rendered non-anemic by the 
addition of corpuscles, had 
normal sedimentation -rates. 
These curves, whatever the 
degree of anzemia, were pre- 
cisely of the type obtained 
from normal students with similar sedimentation- 
rates. In the same way, the degree of anemia was 
found not to influence the shape of curves for cases 
with abnormal sedimentation-rates of the same order. 
These facts favour the authenticity of the method. 


SUMMARY 


1. The principle of correcting the sedimentation- 
rate for anemia in terms of the hematocrit reading 
according to the method of Wintrobe and Landsberg 
is confirmed. 

2. A correction chart is put forward based on a 
wider range of sedimentation-rates than that investi- 
gated by Wintrobe and Landsberg. 

3. This chart recommends that the corrected 
sedimentation-rate be expressed in general terms 
rather than as an exact figure. 


One of us (M.H.) is indebted to the Lady Tata 
Memorial Trust for financial assistance in this work. 
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NAVAL MEDICAL COMPASSIONATE FUND.—At the 
quarterly meeting of the directors of this fund held on 
July 8th with Surgeon Vice-Admiral P. T. Nicholls, medical 
director-general of the Navy in the chair, the sum of 
£56 10s. was distributed among the applicants, 
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CLINICAL AND LABORATORY NOTES 


A CASE OF CEREBRO-SPINAL FEVER 


By Iris Mary Cuttum, M.D. Lond., D.P.H. 


ASSISTANT MEDICAL OFFICER OF HEALTH AND ASSISTANT SCHOOL 
MEDICAL OFFICER, COUNTY BOROUGH OF IPSWICH 


Tus case is recorded because the fulminating type 
of cerebro-spinal fever, which became familiar during 
the late war, is now rarely seen in the absence of an 
epidemic. 


An airman, aged 24, complained of feeling shivery 
on March 24th. On the 25th his temperature was 
101° F. and his pulse-rate 108 in the morning, and 
by the afternoon the temperature had risen to 
105-6° F. and the pulse to 130. He was drowsy and 
complained of slight headache. The following morn- 
ing he was semi-conscious, and was transferred to the 
Ipswich Isolation Hospital. 

On admission his condition was as follows: 
Temperature 104-2° F., pulse-rate 120, respirations 24. 
A well-built muscular man, semi-conscious, Lies 
quietly in bed but resents disturbance, Incontinence 
of urine. Scattered petechial haemorrhages on hands, 
wrists, neck, and abdomen, Tongue furred. Fauces 
injected. Ear-drums normal. Heart and _ lungs 
normal, Abdomen: nothing abnormal felt. Nervous 
system: pupils contracted, equal and react to light. 
Slight fullness of optic discs. Tendon reflexes all 
present, except left knee-jerk. Plantar responses 
doubtful. Lumbar puncture: about 50 c.cm, of 
cloudy fluid obtained, under increased pressure, 
An injection of 30 c.cm,. of antimeningococcal serum 
was given intrathecally. 

Course of illness —On March 27th the patient’s 
condition had deteriorated. Now in deep coma, 
with Cheyne-Stokes respiration. Temperature 105° F., 
pulse 144 and of poor volume. Tendon reflexes all 
absent. Plantar responses extensor. On lumbar 
puncture about 10 c.cm, of a less turbid fluid with- 
drawn, under no increase of pressure. The coma 
deepened rapidly and the patient died at 2 P.M., 
after an illness lasting only three days. 

Cerebro-spinal fluid.—March 26th: white blood- 
cells 214 per c.mm, (60 per cent. polymorphs); protein, 
0-055 per cent.; sugar decreased; no organisms 
seen; cultures contaminated. March 27th: white 
blood-cells 142 per c.mm,; protein, 0-18 per cent. ; 
sugar decreased; no organisms seen; cultures, 
Gram-negative bacilli. 

Post-mortem findings.—The body was that of a 
rather pale well-built adult male. Numerous petechize 
were present on the trunk, The brain was congested 
but not unduly tense. There was an excess of 
fluid, but no marked thickening of the membranes 
On the upper surface of the left cerebral hemisphere 
just posterior to the Rolandic fissure was a hemor- 
rhagic area about } in. in diameter with a necrotic 
centre, and there was a similar but smaller spot 
on the medial side of the right lobe. Throughout 
the brain were innumerable large petechial hemor- 
rhages, 

There was slight congestion of the fauces, The 
air-passages were clear, and the bases of the lungs 
somewhat congested. The heart was dilated. There 
was a slight excess of pericardial fluid. On the 
surface of the heart were several petechi# with 
necrotic centres, Several of these were also seen 
on the endocardium, and on the upper surface of 
the mitral valve were two minute recent vegetations. 
The spleen was enlarged and soft. Both kidneys 
were congested and showed on their surfaces numerous 
small whitish spots in congested areas. Petechial 
hemorrhages were seen in the suprarenal glands. 

White cell blood count, 5000 per c.mm, Cerebro- 
spinal fluid showed many pus cells but no organisms, 
and cultures remained sterile; precipitation test gave 


doubtful positive reaction to meningococcus. Blood 
culture: Staphylococcus albus only. Swabs from 
necrotic areas : staphylococci only. 

Sections ef the brain showed hemorrhagic areas 
with a necrotic centre in which lay bacterial emboli. 
Gram stains of these showed them to be Gram- 
negative diplococci which effectually clinched the 
diagnosis of meningococcal septiczemia, 

I am indebted to Dr. J. W. Hunter, medical officer 
of health, Ipswich, for permission to publish this 
cease, and to Dr. Eric Biddle, pathologist, East Suffolk 
Hospital, for the pathological reports. 





A CASE OF XEROPHTHALMIA 


By Q. IsaBeL May, M.B. Lond. 
ASSISTANT MEDICAL OFFICER AT ST. CHARLES’ HOSPITAL 
(L.C.C.), LONDON ; AND 
EuGENE Wotrr, M.B. Lond., F.R.C.S. Eng. 
CONSULTING OPHTHALMOLOGIST TO THE HOSPITAL 


A FEMALE infant of 7 months was referred to 
St. Charles’ Hospital by the West London Hospital 
on May 31st, 1937. She had weighed 7} lb. at birth 
and had been breast-fed for the first two months. 
She was then fed on condensed milk and sugar- 


‘ water for a short time followed by dried milk and 


boiled cow’s milk. She had had orange juice 
occasionally bat never any cod-liver oil. At the 
age of 4 months she had contracted whooping-cough. 
For two weeks before admission there had been loss 
of weight, soreness of eyes, vomiting, and reluctance 
to take feeds. The stools were frequent and green, 
and contained mucus. 


On admission the temperature was 102° F., the 
pulse-rate 130, and the respirations 30 per minute. 
The weight was 12 lb. 13 oz, The child was pale and 
dirty, with sore buttocks and cracked ears, and 
showed head retraction and an arched back. There 
was however no true opisthotonus nor neck rigidity 
and Kernig’s sign was negative. There was rhinitis 
and photophobia; the skin was dry and the nails 
atrophic and brittle. A few catarrhal signs were 
found in the chest and the spleen was palpable. 
There was also beading of the ribs, craniotabes, and 
enlargement of the radial epiphyses. 

The diagnosis was made from the eyes which showed 
changes characteristic of xerophthalmia. In the 
left eye were typical Bitot’s spots—i.e., triangular 
areas to the inner and outer sides of the cornea 
covered with what looked like foam, and not 
wetted by the tears, On the inner third of the 
right cornea was a deep greyish infiltration which 
rapidly became an abscess. The rest of the cornea 
was hazy and lustreless and at one point the epithelium 
had become exfoliated. A remarkable feature was 
that the eye was almost white. The child lay 
apathetic with its lids half closed. 

Special investigations.—A blood count showed :— 


Red cells oe .- 4,400,000 Polymorphs. . oo 2% 
Hemoglobin oe 68% Lymphocytes -- 60% 
Colour-index oe 0-77 Eosinophils . . + 5% 
White cells .. ve 15,000 Basophils .. ig 0% 

Hyaline as ee 1% 


Lumbar puncture on May 3lst did not reveal any 
abnormality. Blood Wassermann and Kahn reactions 
were negative. Throat and nose swabs did not show 
any Klebs-Léffler bacilli, 

Treatment and progress.—The child was put on a dried 
milk preparationand given 12 minims of halibut-liver oil 
with irradiated ergosterol (Parke Davis) daily with half 
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a drachm of orange juice o.m, A 1 per cent, atropine 
ointment and halibut-liver oil drops (containing not 
less than 15,000 international units of vitamin A 
per gramme) were applied to the eyes three times daily. 
From June 23rd the child received iron and ammonium 
citrate gr. 3 thrice daily. The general condition 
improved rapidly, the stools became normal, and the 
weight steadily increased. The rickets was arrested 
and the nails became normal but the hair remained 
scanty and poor in quality. A week after the 
commencement of treatment the Bitot’s spots had 
almost disappeared. On June 13th the right eye 
appeared to have perforated, but it was only the 
corneal abscess discharging externally. As _ the 
child improved generally the eye became a little red, 
but this again soon settled down and by July 6th 
the right eye was quite white with only a slight 
nebula to show for the severe condition through 
which it had passed. 

Xerophthalmia is now regarded as a specific sign 
of vitamin-A deficiency as has been shown by the 
experiments of Edward Mellanby and others. Yet 
how recent is our knowledge of this affection may 
be judged from the fact that in the 1917 English 
edition of Fuchs’s Ophthalmology it is stated that the 
cause was entirely unknown. Also in the old days 
the formation of an abscess usually heralded not 
only the loss of the eye or eyes but also the death of 
the child.” It was indeed for a long time thought to 
be-due to the harmless Bacillus zxerosis. 

Vitamin-A deficiency affects all epithelial structures 
and owing to the exceeding sensitiveness of the retinal 
rods and cones, hemeralopia (night-blindness) pre- 
cedes all other signs. But the cornea is especially 
liable to be affected, and to undergo necrosis, because 
it has no blood-vessels of its own; the margin of 
safety in its food-supply is probably very low, 
particularly in the infant where it is actively growing. 
In adults moreover a certain amount of vitamin A 
is stored in the fatty tissues of the body, but this is 
not so in the infant. Hence the younger the child 
the more is it liable to suffer as the result of vitamin-A 
deficiency. The pallor of the conjunctiva in the 
presence of a corneal abscess points to the fact that 
the child or its circulation is so weak that it cannot 
adequately fill its vessels, much less make them 
undergo the usual dilatation which accompanies 
inflammation. 

An illuminating account of the disease is given by 
Blegvad (1924) who collected 434 cases in Denmark 
(of all places!) between the years 1909 and 1920. 
Of these only 19 were in adults, and 148 were cases 
of conjunctival xerosis without corneal affection. 
During the war years 1915-17, when most of the 
milk and butter was exported, there was a sudden 
rise in the incidence of the disease, but this was 
immediately checked when the Danish Government 
saw to it that the poorer people had their proper 
supply of milk and butter. It was found essential 
that the cows should get green food (from which the 
animal makes its vitamin A); for when in winter the 
cows were fed on dry food the milk contained very 
little vitamin. 

Mori (quoted by Samson Wright 1936) has described 
1500 cases of xerophthalmia in Japanese children 
who were fed on inadequate diets and found that the 
condition was cured by administering cod-liver oil. 
In 1934 Helen Mackay published a report on cases 
investigated by her, in which she says that in spite 
of the poverty prevalent nowadays both the standard 
of living and the care of infants has improved 
sufficiently in the last quarter of the century to make 
gross vitamin-A deficiency, as evidenced by kerato- 
malacia, a rare condition in London. Also that, other 
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factors being equal, young and rapidly growing 
children are the most likely to show signs of the 
deficiency, but that the eye changes may occur at all 
ages and even at birth. According to Hamburger 
(1923) the general condition of the patient plays an 
important part; he believes that during and after 
infectious diseases the body is less capable of taking 
up vitamin A. Hence there may be lack of vitamin A 
in the tissues although it is present in sufficient 
quantity in the diet. 

SUMMARY 


A child of seven months, whose diet was deficient, 
developed xerophthalmia and a _ corneal 
after an attack of whooping-cough. After administra- 
tion of vitamin A the condition rapidly cleared. 


abscess 
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HYPOGLYCAMIA IN RENAL GLYCOSURIA 


By Liman A. Haywarp, M.B. Edin., D.P.M. 


SENIOR MEDICAL OFFICER AT WARWICKSHIRE AND COVENTRY 
MENTAL HOSPITAL; PSYCHIATRIST TO THE HOSPITAL 
OF ST. CROSS, RUGBY 


Tue following report illustrates the necessity of 
blood-sugar estimation before treating glycosuria. 


A man of 58 attended a psychiatric out-patient 
clinic in November, 1937, complaining of attacks of 
excitement sometimes followed by loss of conscious- 
ness. Sugar had been discovered in his urine when he 
had pneumonia 18 months before and he had since 
been treated for diabetes. He was on a low carbo- 
hydrate diet and was giving himself 10 units of insulin 
each morning and 8 units each evening. He disliked 
his diet and complained of indigestion. The attacks 
were commonest towards the end of the morning, 
before the midday meal, but sometimes occurred at 
night. He had to be brought home from work several 
times. The attacks began with weakness in the 
legs and profuse perspiration followed by confusion 
and excitement, during which his skin was cold and 
clammy and he trembled, waved his arms, and shouted 
nonsense. Afterwards he was dazed and had amnesia 
for most of his symptoms. The repeated attacks had 
left him nervous, apprehensive, and lacking in 
confidence. 

He was admitted to hospital as a voluntary patient 
on Dec. 4th. His physical condition was fair, with 
some arterio-sclerosis. The urine was normal and 
further laboratory tests only disclosed a degree of 
anemia, A blood-sugar curve showed a fasting 
blood-sugar of 70 mg. per 100 c.cm., and half-hourly 
levels after 50 grammes of glucose were 100, 110, 70, 


and 70 mg. The patient was apprehensive and 
anxious, but his intelligence was normal. He was 
given a full diet and iron by the mouth and his 


improvement was rapid and striking. On two occasions 
he was given 60 grammes of, glucose every hour for 
six hours and although sugar was found in his urine 
at the end of the first hour, and steadily increased 
in amount with each succeeding specimen, his blood- 
sugar never exceeded 140 mg. per 100 c.cm., and was 
rarely more than 110 mg. 

Following 10 units of insulin given at 8.30 one 
morning he complained of feeling anxious and keyed 
up, developed some tremor and finger twitching, 
and perspired profusely. With 15 units of insulin at 
the same hour another morning he became excited and 
talked nonsense. At 11.30 A.M. he was apprehensive, 


with dilated pupils, and he developed tremors and 
sweating 


muscular twitchings and was excessive. 


254 THE LANCET] 


He was given 60 grammes of glucose at 11.50 A.M. 
and was completely normal by 12.15 P.M. 
He left hospital cured on Jan. 16th, 1938. 


This patient showed a remarkable degree of sensi- 
tivity to insulin, associated with renal glycosuria ; 
a low carbohydrate diet before admission probably 
contributed to his symptoms. Parfitt and Gillman 
(1937) have recorded a case of hypoglycemic coma 
following 17 units of insulin and I have myself seen 
complete coma with absent corneal reflexes and 
extensor plantar responses develop after 10 units of 
insulin in a depressed woman weighing a little over 


= 


BRITISH MEDICAL ASSOCIATION 
MEETING IN PLYMOUTH 
PROCEEDINGS OF THE REPRESENTATIVE BODY 


(Concluded from p. 211) 


Dr. J. B. Mrivter (chairman of the health services 
committee) proposed the adoption of the Council’s 
report on 


A General Medical Service for the Nation 


Apart from those entitled to national health insurance, 
he said, between nineteen and twenty million addi- 
tional members of the population would come under 
a complete and organised medical service. The 
health services of the nation had arisen in a haphazard 
fashion, and the first essential was to organise these 
services into a national policy to cover the whole 
field of morbidity. The scheme should be based on 
the right of every individual to have the service as 
family doctor of a general practitioner of his own 
choice, and also a consultant and specialist if required. 
The position of patients receiving public assistance 
had been considered. The Council felt that the 
artisan who, when in work, could choose the doctor 
to attend him and his family, ought to have the same 
right when, through ill health or loss of occupation, 
he was obliged to seek assistance. At present he had 
to accept the doctor chosen by the local authority. 
In administration they had tried to hold the balance 
between the ideal and the practical. All personal 
health services, apart from environmental ones, 
should be run by one local authority, and it should 
be compulsory to codpt a certain number of 
medical men on to a statutory committee to which 
health matters should be remitted. It was a big 
scheme, and would not all come into force at once, 
but it had been so prepared that it could be introduced 
in parts. 

Six amendments, all referring to the section on 
child welfare, had been tabled and, on the suggestion 
of the chairman, the amendment of St. Pancras 
asking for a redraft of paragraph 101 was taken as 
the basis for discussion. The exception taken was to 
the statement that, while the provision of a family 
doctor for every family would secure for infants and 
young children the service of a general practitioner, 
rendering unnecessary medical care for them at 
welfare centres, instruction in mothercraft and general 
care of young children could be “ most efficiently 
undertaken in infant welfare centres.”—Dr. E. A. 
GREGG (St. Pancras) asked for a redraft in order to 
clarify its meaning and to emphasise the importance 
of associating the family doctor with advice and 
instruction on infant welfare. He objected to the 
use of the word “clinics” in connexion with the 
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5 st. who was under treatment for loss of appetite and 
emaciation. 

The symptoms of hypoglycemia may be lethargy 
and asthenia passing into coma (Fraser et al. 1938) 
or, as in this patient, there may be excitement (Parfitt 
1937). Excitement is probably more common in 
schizophrenics undergoing insulin treatment than in 
mentally normal people. 
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centres, the term being applicable only to medical 
service. The question of extension of benefits to the 
dependants of insured persons called for discussion : 
did practitioners wish maternity and child welfare 
to be one of the obligations of a national health 
insurance scheme?—Dr. Dorotrnay Mason (St. 
Pancras) said that as long as the centres were staffed 
by whole-time medical officers the family doctor 


‘would be kept out. The value of the work was 


greatly enhanced by personal confidence, and if the 
centre doctor and the family doctor were the same 
person the position would be better for all concerned. 
—Dr. F. Gray (Wandsworth) thought the scheme as 
a whole an admirable one, but this paragraph was 
contrary in principle to the rest of the report, and 


.suggested that the family doctor, who had an 


unrivalled opportunity for giving advice on healthy 
living, must not begin at the most important time in 
the patient’s life—infancy.—Dr. E. R. C. WALKER 
(Aberdeen) said it was not so long since infant feeding 
was considered of but little importance, and the 
argument in favour of establishing permanent welfare 
centres was founded on the idea that many doctors 
did not want to concern themselves with certain 
things. There was nothing undignified about giving 
instruction in mothercraft. This was a national plan 
in terms of which all future developments must be 
judged.—Dr. A. G. Yates (Sheffield) made the point 
that medical work depended on personal relations 
between doctor and patient, and those who gave 
advice on matters of health should be familiar with 
the people they were advising. Serious harm might 
follow if the public was to take mass-produced advice 
without the help of the family doctor.—Prof. R. M. F. 
PICKEN (chairman of the public health committee) 
said the Association could not by taking thought 
impose a great scheme like this on the nation; the 
people themselves must want it. The views of local 
authorities were important, and it would be unfor- 
tunate if any reflection was cast on their work in 
infant welfare centres.—Dr. GREGG said the amend- 
ment did not reflect in any way on the work being 
done by public health authorities; they merely 
wanted the great army of general practitioners to be 
associated with the child welfare service. 

Dr. Hapen Guest, M.P., described this as the 
launching of a great scheme which was going to 
affect the life of the country. It would require to be 
drafted as a Bill and would be a major measure for 
any Government to bring forward. He hoped the 
Association would not be misled into allowing a 
window-dressing Bill to be formulated. He felt sure 
the proposal would be well received by the Opposition 
and he believed by many on the Government side 
also. He wanted the medical profession to be ready 
to pull its weight with regard to the machinery. 
This was going to be something quite new, and the 
control must be personal, human, and flexible. 
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The meeting gave unanimous approval to the 
scheme for a general medical service, paragraph 101 
being referred back to the Council for reconsideration 
without accepting the wording of St. Pancras. 

Kensington (Dr. H. A. NatHan) and Glasgow 
(Dr. J. A. Lister) both asked for consideration of 
some form of State medical service side by side with 
any other type of general medical service proposed.— 
Sir Henry BRACKENBURY pointed out that they 
would not thus be dealing with compatible services 
but with two completely antagonistic methods. If 
these resolutions were passed the force of the motion 
just accepted would be greatly weakened. A State 
medical service would require a regimentation of the 
people of the country such as he believed they would 
not tolerate; it would involve severe restriction of 
choice between doctor and patient, and would mean 
that the doctor’s primary relation would not be to 
his patient as an individual but to the authority 
which appointed him or to his superior officer. The 
meeting rejected the proposal to consider a State 
medical service. 

Rules for Consultants 

Dr. A. Braucnamp (Birmingham) introduced a 
motion to compel a consultant in private or specialist 
practice tq try to gain the patient’s consent to his 
communicating with the patient’s regular doctor. 
A patient who went to a consultant was not, for the 
moment, under the care of his own doctor, but he 
might be on that doctor’s national health insurance 
list, or there might have been a contract to treat him 
under a contributory scheme. In any case the regular 
attendant was the doctor to whom a patient would 
apply for domiciliary treatment. The aim of the 
resolution was to bring private consultants into line 
with hospital consultants. In the out-patient room 
a patient must come with a letter from his own doctor, 
to whom a reply must be sent by the consultant. 

Dr. N. E. WATERFIELD (chairman of the ethical 
committee) said this motion had been considered by 
the ethical committee in full session. Acceptance of 
the proposal would involve tinkering with rules 
passed by the Representative Body after considerable 
discussion.—Dr: F. E. Goutp (Birmingham) said 
they were trying to get recognition for the whole- 
time consultant, and to ensure the patient’s going to 
him as a consultant and not as a general practitioner. 
—Dr. C. O. HawrHorneE said the resolution would 
mean upsetting the existing scheme which had been 
accepted as recently as 1934 after thorough investiga- 
tion. It had been drafted by the ethical committee, 
examined by the Council, sent to the divisions, and 


finally approved by the Representative Meeting. 
The modification implied a contradiction of the 


principle on which the regulations were founded— 
that a consultant was not produced by living in a 
particular street or being associated with a certain 
college of physicians or surgeons, but by the facts of 
the situation. Any practitioner who consented to 
give a second opinion upon a patient became a 
consultant for the time being, and had the status 
and obligations of a consultant. It would be unfor- 
tunate if some members were bound by those 
obligations and others were not. Birmingham’s 
motion was lost. 
Ophthalmic Clinics 

Mr. N. Bisnop Harman (chairman of the ophthalmic 
committee) said that approved societies were showing 
increased recognition of the value of ophthalmic 
services. Some who had formerly been hostile were 
now offering to pay fees for patients choosing their 
own ophthalmic service. Five years ago the Council’s 
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attention had been called to the fact that there was 
a strong movement to institute eye clinics in the 
out-patient departments of hospitals. The Council 
had now approved the establishment of such clinics, 
at eye hospitals and hospitals with eye departments, 
to be conducted under the «gis of the National 
Ophthalmic Treatment Board and staffed by members 
of the surgical staff practising ophthalmology, a fee 
of 10s. 6d. being payable in respect of each patient. 
Many doctors in country districts and small towns 
found it more convenient to treat these patients in 
central clinics.. In certain big hospitals with efficient 
almoners it had been found that patients whose 
circumstances justified referring them from hospital 
to the N.O.T.B. never turned up, but went to another 
hospital where there was no almoner or to a sight- 
testing optician.—Dr. 8S. Wanp (Birmingham) intro- 
duced an amendment to delete the item of the report 
approving the establishment of ophthalmic clinics in 
out-patient departments. The patient below a certain 
income limit could already obtain eye treatment in 
the ordinary out-patient departments or through the 
N.O.T.B. At the clinics approved by the Council 
the fee was to be 10s. 6d., of which in many cases 
5s. would be refunded by the patient’s contributory 
scheme. A number of hospitals kept open door ; 
there was no need for a doctor’s letter and no efficient 
almoner system. Dr. Wand thought the proposal 
was dangerous, unnecessary, and undesirable, and 
that it meant trampling on the safeguards passed by 
the Council to protect the profession. 

Dr. P. MacponaLp said the matter had been 
discussed at a meeting of the ophthalmic group, and 
it had been resolved to maintain the policy of dealing 
with the matter at hospitals. Disapproval would 
not stop the establishment of these clinics at hos- 
pitals ; they would be set up all the same but the 
Association would have no share in their control.— 
Dr. WATERFIELD thought the starting of a clinic 
should only be proceeded with after approval through 
a plebiscite of ophthalmic practitioners working in 
the area, when there could be no objection to it.— 
Mr. Bishop HARMAN said he believed the proposals 
were within the hospital policy of the Association. 
The clinics were already there, and he was asking the 
meeting to give the Council authority to supervise 
any extension of them. These clinics were never 
established without the consent of the ophthalmic 
medical practitioners and specialists. 

Finally the amendment was carried as a substantive 
motion. 


Doctors and Air-raid Precautions 


Mr. W. McApam Eccties (Marylebone) asked for 
the appointment of A.R.P. medical committees in 
the divisions to assist municipal authorities in case of 
emergency. Whereas, in the event of war, younger 
doctors would be called up for service, many of 
those over 50 would not know exactly what they 
should do. In Marylebone there were between 1500 
and 1600 medical practitioners, and they had decided 
to do what they could to prepare those over 50 for 
service in emergency.—Dr. P. B. SpurGiIn (Maryle- 
bone) said an air-raid medical committee had been 
formed and had received active coéperation from the 
public health authority and the medical officer of 
health. They had written to doctors over the age 
of 50 and asked whether they would be willing to give 
voluntary service, what type of service they would 
undertake, and whether they would care to attend 
lectures. 

Dr. G. C. ANDERSON explained that, at the request 
of the Committee of Imperial Defence and with the 
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help of a number of emergency officers, a register of 
names had been made and was now in being at 
B.M.A. House. It contained voluntary replies from 
about 80 per cent. of the medical profession in the 
whole country, and they had been urged to keep it 
up to date. The information given was private until 
an emergency arose, They intended in the autumn 
to ask those on the register whether their intentions 
still held and whether they would consent to the 
information being disclosed. If so, it would be 
possible to supply in every district the names in 
age-groups of all those willing to offer their services 
overseas or elsewhere. The inquiry had taken a 
great deal of time and trouble, and it would be a pity 
if the machinery was duplicated by making separate 
investigations in the divisions. In view of Dr. 
Anderson’s information Mr. MeAdam Eccles with- 
drew his motion. 


Control of Leprosy 


Dr. W. Paterson (chairman of the Dominions 
committee) moved a recommendation of Council 
that the Representative Body was not satisfied that 
any useful purpose would be served by pressing for 
increased expenditure on the control of leprosy. In 
many cases, he said, increased expenditure in one 
direction meant decrease in another. 

Dr. H. B. W. MoreGan (London) brought forward 
an amendment that the question be referred back to 
the Council for consideration in connexion with the 
report of the recent international conference on 
leprosy in Cairo. It was true that leprosy was now 
recognised as a general disease due to malnutrition 
and bad social conditions. That implied that it 
depended to some extent on the general health policy 
of any colony. They were concerned not only with 
prevention of leprosy but also with the treatment of 
those already infected. It was not the case that 
there was a pool and anything taken for leprosy 
would be at the expense of another service. Addi- 
tional expenditure would not only help in combating 
this specific disease but would call attention to the 
bad social conditions in which it flourished.—Dr. 
H. CatcGer (Sheffield) said it had been contended in 
the overseas conference that increased funds would 
be better spent on malaria which was more widespread 
and more fatal than leprosy. The Association was 
not merely concerned to deal with fatal disease but 
also to prevent and alleviate suffering. The direct 
mortality from leprosy might be small, but the leper 
was perhaps the world’s worst sufferer.—Dr. F. G. 
Rose (British Guiana) said he had been for many 
years medical superintendent of a leper colony. A 
community of Czechoslovakian nursing sisters came 
out to help them, but conditions proved so unsuitable 
for Europeans that they were withdrawn. A local 
committee was appointed to consider reorganisation 
of the medical service, and finally the British Empire 
Leprosy Relief Association sent a pathologist who 
made such a scathing report that it had never been 
published. At the recent international conference 
certain recommendations had been made which would 
involve increased expenditure on leprosy. Dr. Rose 
said that in some countries not considered particularly 
progressive, conditions under which lepers lived were 
far better than in parts of the British Empire— 
certainly better than in the West Indies and British 
Guiana.—Sir Ewen Macrtean (chairman of the 
science committee) felt there were grounds for recon- 
sideration and he hoped the amendment would pass. 

Dr. B. W. F. Bisnop (South Africa) said he had 
had experience of leprosy. We must not let such a 


disease get out of hand, and it was only by spending 
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money that it could be controlled.—Dr. HADEN 
Guest, M.P., said the difficulty was not that there 
was no money available but that colonial secretaries 
did not want to spend it in that way because other 
things were more attractive to them. If the whole 
medical profession would make it clear that more 
money should be spent on control of tropical diseases 
it would be spent. They should express fully their 
dissatisfaction with the amount being spent on 
research and treatment.—Sir Kaye LE FLEMING 
(chairman of Council) said that, in the light of the 
fuller information now before them, it was obviously 
the Council’s duty to take the question back for 
reconsideration, and this was agreed. 


Deaf School-children 

Dr. J. T. D’Ewart (Manchester) said that thirty 
years ago medical inspection had become a part of 
the school service. Under that service the investiga- 
tion of eyesight had been extended to all children, 
not only to those whose defective sight was recog- 
nised. He was pleading for similar privileges for 
deaf children. Those recognised by the teachers as 
deaf were examined, but there were many children 
whose deafness was not recognised but was such as to 
hinder their education. Progressive authorities who 
had investigated all their school-children had found 
as many as 5-10 per cent. with defective hearing 
sufficient to hinder their educational progress ; in 
less enlightened areas the percentage was probably 
higher. Examination of the hearing of all children 
should be carried out both for the sake of their 
education and because they were liable to suffer all 
their lives if they were neglected. A good many had 
wax in their ears; that was easily put right. There 
was a considerable proportion of catarrhal deafness, 
which could be remedied if taken early, but was 
progressive. Others were suffering from the effects 
of otitis media which had subsided. He would like 
the Council to urge the Ministry of Health to stimulate 
local authorities through the medical officers of 
health. The method of testing ears had been intro- 
duced in 1925, and only some 13 authorities were 
using it. The expense was not great: the apparatus 
cost about the same as a good case of refraction 
lenses. There were two million deaf people in the 
country, and much of this deafness could have been 
prevented. In Manchester children whose deafness 
could not be remedied by ordinary attention were 
supplied with hearing-aids in school. 


Doctors called in by Midwives 


When Prof. R. M. F. Picken moved the approval of 
the public health reports considerable discussion took 
place on one clause; this concerned the Ministry of 
Health’s direction to local authorities to set up an 
advisory committee charged with the duty of making 
recommendations to those authorities on the fitness 
of practitioners to continue on the list of doctors 
available for midwives’ emergencies. Prof. Picken 
pointed out that the Ministry’s memorandum had 
already been circulated and it was too late to ask the 
Council to reconsider its assent. The chairman said 
the only thing the meeting could do was to pass 
a vote of censure on their negotiators if they wished 
to do so.—Sir Kaye Le FLemine explained that, 
after considering certain evidence, the Ministry had 
decided to take a definite attitude. The Council 
had held a number of consultations with representa- 
tives of the Ministry and, after protracted negotiations, 
had arrived at the best settlement they could. Though 
not achieving all they would have liked, considering 
the difficulties he thought the result had been distinctly 
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successful.—Dr. H. J. M. MI~LBANK-SmitTH (Carlisle) 
said that the proposed advisory committee was to 
consist of only five members—two obstetricians, 
who would usually be in the employ of the local 
authority, and two general practitioners, with the 
medical officer of health as chairman. In a question 
of removal of a doctor’s name from the panel, presum- 
ably the complaint would come from a midwife 
employed by the local authority, and there would be 
nobody to act as witness except the midwife on one 
side and the doctor on the other.—Dr. A. BEAUCHAMP 
(Birmingham) did not think it likely that in all areas 
the obstetricians chosen would be employees of the 
local authority. They ought to consider carefully 
the position of secretaries already carrying out 
instructions. They had spent years in building up 
a better feeling with local authorities, and a difficult 
position would be created if they had to go back to 
their districts and say that what they had done was 
wrong. 

Dr. R. Forses (Hendon) was satisfied that the 
circular of the Ministry of Health represented a 
distinct advance. They had secured a liaison com- 
mittee with the local authority. The circular 
recognised that the same procedure would not be 
followed in every area. In Hendon they had a 
committee democratically elected by the whole 
medical profession, and that committee had the 
responsibility of maintaining the list. If the question 
arose of a member remaining on the list, it would be 
discussed by the professional section of the com- 
mittee alone and their recommendations would go 
to the full committee.—Dr. F. A. Roper (Exeter) 
thought the setting up of an advisory committee a 
good method of maintaining a proper standard of 
practice, and the composition of the committee 
good, but the phrase ‘‘ where they consider that the 
public interest so requires’? was dangerously wide. 
—Dr. M. E. P. McKetvey (Cardiff) considered the 
proposed committee too small, but Dr. J. A. BRown 
(Birmingham) thought it quite large enough: this 
purely professional committee was a great improve- 
ment on the medical service subcommittees consisting 
of three medical and three lay members with an 
independent chairman. 

Dr. H. W. Poover (Chesterfield) said that till last 
year practitioners to do obstetric work when called 
in by midwives were to be selected by the public 
health authority : there was no open admission to the 
list. Now every medical practitioner was at liberty 
to go on the panel subject to some sort of supervision 
and disciplinary action if required. In any case 
concerning a doctor’s position the inquiry would be 
conducted entirely by his colleagues. One at least 
of these would be the nominee of the public health 
authority. Public money and responsibility were 
involved and no authority could be divested of some 
responsibility. There was no reason why the con- 
sultants should be employees of the local health 
authority. The committee must be a small one. 
Dr. E. C. Dawson (Derby) pointed out that when a 
midwife applied for help the local authority was 
going to pay the doctor’s fee and would be justified 
in reserving the right to choose him. 

Prof. PicKEN reminded the meeting that the 
negotiations between the Council and the Ministry of 
Health had proceeded from a general acceptance 
by the Representative Body last year of a memo- 
randum submitted to it. The scheme did not conform 
to the Association’s policy for a national maternity 
service, and the attention of the Ministry had been 
repeatedly called to the fact that Scotland gave 
grants to local authorities for a maternity service 
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with that amount of central control which grants 
always implied, and that they would like the Ministry 
to do the same. The Council could not, however, 
take up an attitude of rigid opposition. They had 
prevented the panels of practitioners from being 
selected by local authorities, and had had to concede 
some other points. He thought there were advan- 
tages in keeping the committee small: much 
experience had led him to the conclusion that large 
committees were no more satisfactory than small 


ones. The means by which effect should be given 
to the agreement was a matter for consideration 


by the local authorities. There would be two classes 
of midwives. Those in private practice would be 
governed both by the Central Midwives Board and 
the local authority. By the rescinding of a rule 
of the C.M.B. the midwife would no longer be 
obliged to call in the practitioner of the patient's 
choice, but she would probably continue to do so, 
and the local authority must pay the doctor whether 
the patient was on the panel or not. The whole- 
time official midwife would call in a doctor from the 
panel list, and would not be breaking any rule of the 
C.M.B. The local authority could not prevent a 
doctor from practising midwifery but could refuse 
to pay him unless his name was on the list. 


THE ANNUAL DINNER 


More than 400 people, 
sat down to dine at the 
evening of July 21st. It was one of a series of festive 
and friendly gatherings for which the Plymouth 
meeting was notable and was only made possible 
by first-rate team-work and the warmth of west 
country hospitality. Among the guests were the 
Lord Mayor and his deputy, both Members of Parlia- 
ment for the city, the Commander-in-Chief, the Bishop 
of Plymouth, and the Roman Catholic Bishop, and the 
Principal of University College of the South West. 
Proposing “ The City of Plymouth ”’ Dr. R. G. Gordon 
spoke of the enterprise and courage with which the 
city was traditionally associated, with a recent 
example in the amalgamation of its voluntary hospital 
service which might well be followed by other towns. 
The Lord Mayor in reply referred to the pride felt by 
the city in entertaining an association which was 
“the bulwark of the health of our people.’ Colonel 
the Hon. Henry ©. Guest, M.P. for the Drake Division, 
proposed ‘‘ The Association ” and expressed gratitude 
for assistance given to the Committee of Imperial 
Defence. The registration of practitioners carried out 
in anticipation of a national emergency was, he said, 
a very real preparation in the event of such a disaster 
befalling the country. Sir Kaye Le Fleming in reply 
defined the object of the Association as the foundation 
of a great brotherhood, and the search for physical 
fitness as nothing other than the practice of preventive 
medicine. In any future campaign for physical 
fitness he hoped that the codperation would be 
sought not simply of heads of departments or admini- 
strative officers but of the ranks of the family 
doctor. Before sitting down Sir Kaye read a telegram 
of congratulation from the Confédération Médicale 
meeting in Paris. Dr. D. O. Twining proposed ‘‘ The 
Guests’? with much humour and enthusiasm, and 
reply was made by Dr. H. F. Bell Walker (South 
Africa), Lord Seaton, and Prof. Joseph 8. Barr 
(Boston, Mass.). The last toast was that of ‘‘ The 
President,” proposed by Mr. C. M. Kennedy, who 
said there was no sounder physician, no more honest 
man, and none more highly esteemed by his colleagues 
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than Dr. Colin Lindsay ; he, in reply, suggested that 
honour should be paid where honour was due and 
asked the meeting to acclaim the labours of Mr. 
C. F. Mayne and Dr. T. T. P. Murphy, who, he said, 
had worked like niggers on behalf of the conference 
for the last eighteen months. The programme was 
embellished with such apposite remarks as ‘‘ God 
heals and the doctor takes the fee ’’ (Benj. Franklin), 
and ‘“‘There are more physicians in health than 
drunkards” (G. Herbert). 


SECTION OF SURGERY 


Ar a meeting held on July 20th, with Mr. ZacHARY 
Cope, a vice-president, in the chair, Prof. G. Grey 
TURNER (London) opened a discussion on the 


Treatment of Acute Appendicitis 


Prof. Grey Turner quoted the figures of the Registrar- 
General’s returns, showing that appendicitis still 
accounts for 3000 deaths annually in Great Britain, 
a figure which represented 12 per cent. of the deaths 
from diseases of the digestive system, and 0-61 per 
cent. of deaths from all causes. This figure was 
obviously too high, for operation for acute appendicitis 
before peritonitis had developed had a negligible 
mortality. Appendicitis at its onset was a local 
disease, and not a particularly lethal one. Unless 
operation took place at this stage, fresh foci arose, 
and it was the extension that caused death. Murphy’s 
original description of the symptoms of an attack 
of acute appendicitis was as accurate in its omissions 
as in its inclusions. Murphy had emphasised the 
order in which the symptoms occurred, and this 
sequence was of diagnostic importance: abdominal 
pain of abrupt onset, followed by nausea or vomiting, 
followed by tenderness in the right iliac fossa. Rigidity 
was not an essential symptom. If surgeons were 
to get cases early enough, practitioners must be 
thoroughly familiarised as students with every stage 
of appendicitis. They should be present not only at 
the operation but at the bedside, and full use should 
be made of all the clinical material available. The 
cases of appendicitis treated by operation during a 
period of five years (1933 to 1937 inclusive) at the 
London Hospital and at the Royal Infirmary, 
Neweastle-on-Tyne, together numbered 9933, with 
308 deaths, giving a case-mortality rate of 3-10 per 
cent. The acute cases numbered 7329, with 298 
deaths (4-07 per cent.), including those with localised 
abscess——-6725, with 247 deaths (3-67 per cent.), and 
those without—604, with 51 deaths (8-44 per cent.), 

Prof. Grey Turner illustrated from his own cases, 
collected up till the end of 1934, that it was the 
complications of appendicitis that killed the patient. 
In 159 cases of acute appendicitis without peritonitis 
he had operated without any deaths, whereas in 
96 cases with diffuse peritonitis there had been 
28 deaths (29-2 per cent.). In a group of 20 cases of 
appendicitis with primary complications, there had 
been 9 deaths. Peritonitis strictly localised to the 
region of the appendix gave a case-mortality rate of 
under 1 per cent., whereas once it had spread either 
to the flank or to the pelvis or to both, the rate rose to 
9-56 per cent. Operations for residual abscess were 
undertaken in 64 cases, of whom 5 died. Appendicitis 
with primary localised abscess occurred 446 times, 
with 16 deaths. It was important to note that interval 
removals carried a small mortality (1080 cases with 
4 deaths), and so was not a perfectly safe procedure, 

When appendicitis was suspected, it was his advice 
to operate unless all the symptoms were subsiding. 
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Morphia in appendicitis could not be sufficiently 
condemned. Abdominal pain severe enough to 
eall for morphia was surgical in origin and opera- 
tion had to be considered. In children and in the 
aged delay in operating was quite unjustifiable. 
The muscle-splitting operation of Rutherford Morison 
was a life-saving measure. It enabled the appendix to 
be tackled without handling or soiling the coils 
of small intestine and the general peritoneal cavity. 
Two post-operative complications to be borne in mind 
were subdiaphragmatic abscess, and intestinal obstruc- 
tion by the pulling down of a loop of small intestine 
into the bottom of an emptying abscess cavity. 
Finally Prof. Grey Turner condemned strongly 
the diagnosis of the non-existent disease ‘‘ abdominal 
influenza,” which was responsible for the loss of 
valuable time in acute abdominal conditions. 

Mr. R. J. McNemtit Love (London) spoke particu- 
larly of acute appendicitis first seen forty-eight 
hours or so after its onset. Prof. Grey Turner had, he 
said, quoted the maxim: “It is not enough to 
operate, one must operate at the right time,” and 
the speaker contended that immediate operation 
in cases seen late was not operation at the right 
time. For all patients seen late other than children 
or old people he was convinced of the great value of 
expectant treatment. His conviction had arisen from 
a period when, as surgical registrar, he had had 
opportunity of watching both methods of treatment 
side by side. The expectant treatment comprised 
rest in bed, hot fomentations to the abdomen, 


‘ prohibition of all food and of fluid by mouth, and 


continuous intravenous saline. Sometimes anti-gas- 
gangrene serum was given. Under this régime 65 per 
cent. of cases subsided completely ; in 25 per cent. 
a local abscess formed, and in his opinion the patient 
gained by its formation. In 10 to 12 per cent. of 
cases an increase in the severity of symptoms made 
operation urgent. The mortality in such cases was 
6-5 per cent.; over the whole group treated by 
expectant methods it was 3 per cent. One objection 
advanced against this method was that it might lead 
the public to delay seeking advice; another—that 
complications were commoner—received no support 
from the figures quoted. Surgeons once converted to 
the expectant method for late cases did not go back 
to their previous practice. It was, of course, not 
contemplated that delay should be practised by any- 
one but the surgeon, and some sort of campaign 
was needed to bring cases to the surgeon earlier. In 
1934, when the United States had a rising mortality 
from appendicitis, the State of Philadelphia issued 
30,000 labels to doctors, chemists, and others to stick 
on their correspondence. The caption was: “In 
cases of abdominal pain, do not give aperients, 
apply an ice-pack, or a hot-water bottle, and call your 
family doctor.” The mortality from appendicitis 
in Philadelphia fell from 14-3 per 100,000 to 11-5, 
while it was still rising elsewhere in the States. Until 
the public could be educated, mothers would not 
cease to be the unconscious’ murderers of their 
children. 

Mr. H. C. W. Nurratt (London) favoured a 
classification of acute appendicitis based on patho- 
logical processes. He himself recognised three 
groups: (1) unperforated cases, in which the appendix 
might or might not be obstructed ; (2) perforated 
cases, where the spread of infection might be localised, 
diffuse, or generalised ; (3) complicated cases, in which 
there might be a primary direct spread, a cellulitis 
of the abdominal wall, or a residual abscess. 

He did not regard Mr. MeNeill Love’s figures as 
representing the general experience of delayed or 
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expectant treatment. He himself always operated 
immediately on unperforated cases and on those with 
localised peritonitis. Even when a localised abscess 
was present he preferred to drain it at once, though 
not necessarily to do a difficult appendicectomy. 
In peritonitis some form of general treatment might 
be used for a few hours to increase the resistance of 
the patient. In cases of ileus he advocated ileostomy, 
but here the importance lay in preventing the 
complication by avoiding all stimulation of the gut 
when peritonitis was present. It was necessary to 
regard appendicitis as a relay race involving three 
runners, the patient, the doctor, and the surgeon. 
The surgeon, as the last man, could not win by 
himself. 

Mr. H. H. Rayner (Manchester) said that many 
troubles arose from faulty examination and diagnosis. 
He had come to regard the incision scar in the 
McBurney position as almost a hall-mark of stone 
in the right ureter. He thought surgeons really 
were getting an increasing number of early cases, to 
the credit of practitioners. The patient rather than 
his doctor was now usually responsible for delay. 
Typical cases certainly were sent early and 40—60 per 
cent. came unperforated to operation. The removal 
intact of a tense gangrenous appendix was a test of 
surgical skill, which however the patient had a right 
to expect.” Mr. Rayner’s rule was immediate opera- 
tion, except in very stout and bronchitic patients. 
The presence of an obvious mass suggested observation 
of the patient for a few days. The mass might subside, 
and if it did not, it could be drained ; but the main 
reason for delay was the liability of cases of carcinoma 
of the cecum or of tuberculous cecum to masquerade 
as acute appendicitis, and in these excision attempted 
at the stage of acute inflammation might be unsuccess- 
ful. Two or three days’ delay allowed the diagnosis 
to be established. It was important to distinguish 
between the distended, non-tender abdomen of 
ileus, and the distension of general peritonitis. 

Mr. W. Sampson HanpDLey (London) said that in 


his experience the appendix was nearly always 
distended at operation and he believed that its 
distension initiated the symptoms. His practice 


had always been to operate within two hours of the 
diagnosis, and he doubted whether it was possible 
to distinguish the cases which could safely be left. 
The abdomen was rarely rigid for the first 24 hours. 
The Registrar-General’s figures for deaths from 
appendicitis had not declined in the last twenty 
years. In many late cases the infection had spread 
before operation, and drainage of the pelvis was 
then desirable. In all late cases he explored the 
abdomen by a small central incision and poked a 
swab to the bottom of the pelvis. If this revealed 
pus he inserted a drainage-tube and removed the 
appendix either by extending this incision or making 
another. 

Mr. H. H. Brown (Worthing) drew attention to a 
negative phase in which septicemia occurred without 
perforation, and streptococci could be cultured from 
the blood. 

Mr. Paizie TurRNER (London) held that in really 
acute cases of appendicitis the right time to operate 
was as soon as possible after the diagnosis, when the 
need for drainage could often be avoided. 

Mr. T. Hurtey (Melbourne) said that the number 
of deaths from appendicitis in Australia showed a 
slight steady annual increase. The really dangerous 
appendix was the one in the pelvis, when no lump 
could be felt in the iliac fossa and the temperature 
did not rise. He always operated as soon as possible 
after diagnosis. 
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Mr. W. McApam Eccres (London) said that he 
himself, his son, and his grandson had all been success- 
fully operated on for acute appendicitis within a 
short time of its onset. 

Mr. RuTHERFORD DARLING (Sydney) said that in 
95 per cent. of cases of acute appendicitis the appendix 
was obstructed, and in the remainder there was 
primary thrombosis of the appendicular artery. 
The latent period for all the symptoms to subside 
might last as long as 18 hours. 

The CHAIRMAN said that some of his patients 
seemed to die of causes that did not appear on other 
people’s lists. He instanced ether convulsions, 
pneumonia, and pulmonary embolism. He was 
impressed with the greater risk in those who were too 
stout, or who took too much stout; he made no 
hard and fast rules. 

Mr. HaroLtp Dopp (London) said that in the treat- 
ment of paralytic ileus, those favouring active 
measures started with aperients, and then in turn 
used enemata, injections (pituitary extract and so 
forth), and enterostomy, often with fatal results. 
Others, like himself, regarded ileus as an indication of 
delayed shock, and gave limited doses of morphia 
(gr. % at most), no enemata, and did not attempt to 
promote action of the bowels. 

Prof. Grey TURNER in, reply, said that after a 
distinguished speaker had advocated the delayed 
treatment of acute appendicitis in any district, the 
mortality from the disease rose in that district. 
The response to the advice was always excessive. 
He was inclined to think that it was not wise to have 
too much of an eye on the pathology of the appendix, 
and that even the distinction between the obstructed 
and non-obstructed appendix had not been without 
harmful results. Once again he stressed the impor- 
tance of the muscle-splitting operation, with the 
incision well out to the right, as a life-saving measure. 

Mr. A, M. Boyp (London) gave an account of 

Arteriography 
He said that the ideal contrast medium should be 
radio-opaque when diluted with blood. It should 
be thin and easy to inject, should be non-toxic in 


immediate and in remote action, and non-irritant 
to the artery, and finally, it should be rapidly 
excreted from the body. Such a medium had not 


yet been found. The most satisfactory substance so 
far in use was Thorotrast, a 25 per cent. emulsion 
of thorium dioxide with a carbohydrate colloid and 
a little added preservative. Its action was  non- 
irritant and non-painful, but it was, as far as was 
known, never excreted from the body, and it was 
intensely radio-active. This, he said, was less of a 
disadvantage than at first appeared, for the type 
of patient on which it was used usually had advanced 
arterial disease and was most unlikely to live long 
enough for the small amount of the thorotrast taken 


up by the reticulo-endothelial system to cause 
malignant growths, The technique was to inject 


15-16 c.cm, rapidly, the plate being exposed as the 
last cubic centimetre entered -the artery. Bleeding 
had caused no difficulty. The injection had been 
much more reliable in the large arteries than in the 
small, It had been possible to demonstrate throm- 
bosis of the popliteal artery in intermittent claudica- 
tion. Mr. Boyd showed radiograms of this condition, 
and referred to the action of trauma in deciding the 
localisation of the thrombosis, He showed also 
that ganglionectomy gave at least temporary relief 
in intermittent claudication, and that excision of 


the thrombosed section of the popliteal artery might 
cure it, ‘ 
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SECTIONS OF NEUROLOGY AND 
PSYCHOLOGICAL MEDICINE AND OF 
ORTHOPAZDICS AND FRACTURES 


Mr. GEOFFREY JEFFERSON (Manchester) took the 
chair at the joint meeting of these sections when a 
discussion on 

Sciatica 


was opened by Dr. Witrrep Harris (London), 
who gave a general review of the subject. Sciatica, 
he said, was only a symptom, and it was the physician’s 
business to find out why the patient complains of pain 
in the distribution of the great sciatic nerve. The first 
step was to determine whether the sciatica was high, 
that is due to trouble above the sciatic notch, or 
low and due to a lesion in the neighbourhood of 
or below the notch. In the first group spinal abnor- 
malities might be found such as congenital deforma- 
tions, inflammatory or neoplastic bone disease, and 
cord tumours among which one might conveniently 
include hernia of an intervertebral disc. Radio- 
graphic examination, lumbar puncture, and occa- 
sionally the intraspinal injection of Lipiodol were 
essential parts of the investigation. But the difficult 
cases were those where the trouble was at a lower 
level, in or around the nerve trunk itself. The more 
obvious causes of true neuritis, such as lead poisoning 
and diabetes, were not difficult to find or exclude, 
but there were many cases in which cold, trauma, pro- 
longed pressure, or focal sepsis seemed to play a 
part, and at last a number in which no definite cause 
could be found. 

Dr. Harris then reviewed the various forms of 
treatment employed for relief of sciatica, remarkable 
only in their diversity, and summarised the sequence 
he had found most satisfactory. At the acute severe 
stage of sciatica there should be complete rest in bed, 
with local anodyne liniments and cataplasma kaolini, 
and sometimes local heat by infra-red rays. Analgesic 
drugs must be given, such as aspirin, phenacetin, and 
caffeine tablets, with or without codeia or opium, 
and even morphia or heroin injections might be 
required for a few days. Sleep might be obtained 
by the use of Medinal gr. 74 with 2 Veganin tablets. 
Massage must never be used in the acute stage; 
later in the more chronic stage it might help, and 
galvanism, diathermy, or local heat should be tried. 
If these failed, massive injection of the nerve, or 
epidural injection, by Novocain and saline, and 
extension by weights attached to anklets, with counter- 
extension at the axilla and hand, might be tried. If 
these gave only temporary relief, it might be advisable 
to fix a plaster from the axille to the trochanters so 
that the patient could get about and attend to a certain 
amount of business. 

Dr. Josepu Barr (Boston, Mass., U.S.A.) confined 
his remarks to hernia of the nucleus pulposus as a 
cause of sciatica, Although accounting for only a small 
proportion of cases, this condition was of importance 
as the most recent and clear-cut addition to our. 
knowledge of the xtiology of sciatic pain. Though 
the occurrence of a hernia causing paraplegia 
was first described by Middleton and Teacher in this 
country as long ago as 1911, it was only recently 
that pressure from the posterior protrusion of the 
disc or nucleus had been recognised as a cause of 
sciatica with few or no neurological signs. The 
syndrome was so definite that a provisional diagnosis 
might be made even on clinical grounds. The typical 
case was that of a young man who, while lifting 
a heavy weight, felt a snap in the low part of his 
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back followed by severe sciatica. There was a list to 
one side (sciatic scoliosis) and loss of the normal 
lumbar lordosis; tenderness and muscle spasm in 
the lower lumbar region; and the usual signs of 
sciatic nerve irritation. No permanent relief followed 
the usual forms of treatment. A positive diagnosis 
was made by lumbar puncture (when the protein 
content of the C.S.F. was usually found to be in the 
region of 60 mg. per 100 e.cm.) and the injection of 
5 c.cm. of lipiodol. Radiography revealed a filling 
defect, circular in outline, opposite an intervertebral 
disc, and best seen in the antero-posterior view. 
Great care was required in making the radiographic 
examination, for it was important that the area under 
suspicion should be thoroughly filled with the opaque 
oil and that any filling defect seen should be constant. 
A large rupture might produce a block that was 
complete or almost complete, and the appearance 
might simulate that of an intradural tumour. 
Schmorl’s observation that small protrusions are 
found in 15 per cent. of all spines examined at autopsy 
should make a surgeon pause before undertaking 
operative removal of the protrusion. Dr. Barr des- 
cribed a patient with a typical disc lesion who was 
comfortable when wearing a back brace, though he 
had pain if it was discarded. It was reasonable to 
suppose that prolonged pressure on one nerve-root 
(and it was usual for only one to be involved) would 
be followed ultimately by degenerative changes 
and that pain would then cease; but this might 
take long to occur. Operation was clearly indicated 
‘in many cases, and 83 such operations had been 
performed at the Massachusetts General Hospital up 
till June, 1938. The laminectomy should be minimal. 
Since the lesion had been accurately localised radio- 
graphically, not more than one or two laminzw need 
be sacrificed: if possible the articular facets were 
spared, A mass was found lying beneath the posterior 
common ligament, to one side of the midline, com- 
pressing the spinal theca and the nerve-roots in their 


‘extradural course. The most lateral root rode directly 


over the mass, and might show flattening, ceedema, or 
vascular engorgement. It might be necessary to open 
the dura to expose the mass, and in any case it was 


desirable to remove the lipiodol. The posterior 
common ligament was incised and the mass was 
evacuated: a sinus was then found leading into 


the depths of the intervertebral space. After com- 
pletion of the operation the patient was kept in 
bed for two or three weeks, and was then given 
treatment designed to restore his normal posture. 
In the Boston series of cases there had been two deaths, 
in cases where complete paraplegia had resulted from 
the protrusion. In three other cases the operation had 
failed to give relief: the remainder were entirely 
well or greatly improved. 

Prof. Henry Couen (Liverpool) reminded the 
meeting that however interesting might be such 
tangible causes of sciatica as protrusion of an 
intervertebral disc, there was no denying that 
most cases had to be attributed to that nebulous 
inflammatory condition that we call rheumatism. 
In this connexion he drew attention to four points 
that had a bearing on the problem: (1) muscles 
and nerves have fascial coverings lined by 
mesothelium with minute cavities to permit of sliding 
movements and like joint spaces these cavities 
must, to function properly, be free from adhesions: 
(2) an inflammatory focus in the lumbar region 
often causes sciatic pain as well as local tenderness, 
and injection of the affected area abolishes not only 
the local pain but also the referred sciatic pain ; (3) the 
peri-articular areas in the lower lumbar region are 
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supplied by nerves arising from L4 and 5 and 81; 
and (4) the lymphatic vessels in the lumbar region 
anastomose freely, and there are lymphatics around 
the nerve trunks. Two factors were involved in the 
production of the ordinary type of sciatica : a decrease 
in local resistance due, for example, to anatomical 
abnormality or to injury ; and a toxzemia which was 
the exciting cause of the perineural inflammatory 
process. In a series of 420 cases he had often noticed 
that the patient complained first of a lumbago, 
generally bilateral, and that an appreciable interval 
elapsed before the onset of the true sciatica. Seeing 
that the process was primarily inflammatory, the 
treatment of the acute condition was rest in bed, 
perhaps for five or six weeks. This in itself might 
be sufficient to give relief. If pain persisted it was 
due either to adhesion formation or to a major lesion 
which had not at first been apparent. Adhesions 
could be dealt with either by manipulation or by 
epidural injection of saline solution, preferably 
hypertonic. 

Prof. Cohen asked why it was necessary to operate 
on most cases where protrusion of a disc was the cause 
of sciatica. The operation, he said, had a case- 
mortality rate perhaps as high as 5 per cent., and if, 
as Dr. Barr had said, the involved nerve-root would 
ultimately degenerate there seemed no reason not to 
wait until this natural cure of the pain occurred. 
He. himself was prepared to wait for 12 months 
before advising operation. 

Dr. MacpONALD CRITCHLEY (London) discussed 
the réle of injury, often of a minor character. He 
described cases in which abnormal posture, pro- 
longed sitting in awkward positions—e.g., the posture 
of commercial travellers driving day after day in 
small cars with badly sprung seats, or of miners 
crouching in low tunnels—was followed by sciatica. 
An important internal injury was prolonged parturi- 
tion when a relatively large foetal head compressed 
the nerve-roots against the pelvic wall. Dr. Critchley 
was not convinced that the application of forceps 
had anything to do with the production of this type 
of sciatica. Although it had no connexion with 
injury, he also mentioned a factor that had not been 
described by any of the previous speakers—namely, 
varicosity of the venzx comites nervi ischiadici. 
This condition ought to be suspected in any patient 
with sciatica who also presented varicose veins in the 
legs, though this was by no means an essential 
concomitant. The history was often helpful, the 
patient complaining of an exacerbation of pain under 
conditions of warmth, as after a hot bath or 
much walking. The pain was relieved by rest and, 
curiously enough, by very brisk walking. Some- 
times the varices could actually be felt if the patient 
was examined in the standing position. The treat- 
ment was bandaging the affected limb, or if this failed 
ligation of the offending vessels. 

Dr. Frercus Frreuson (Manchester) described 
a series of 25 cases which he divided, ailiteratively, 
into neuritic, neoplastic, and nuclear groups. In 
detailing the characteristic features of each group 
he paid particular attention to the history of onset, 
which in the neoplastic group was often surprisingly 
sudden, and to the protein content of the 
C.S.F , which might be very high in the neuritic 
cases. In two cases the neoplasm proved to be a 
neurofibroma.—At this point the PRESIDENT, who had 
operated on the two cases of neurofibroma, remarked 
how easy it was to overlook this particular tumour, 
and he also emphasised the value of determining the 
protein content of the C.S.F. It was the finding of a 
high protein content and evidence of block in one of 
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the cases that led to the localisation and ultimate 
removal of an intraspinal neurofibroma. 

Dr. HuaH GARLAND (Leeds) said he had not been 
impressed by the value of drugs, massage, and 
electrical treatment in the relief of sciatica. 
In the ordinary type of case, he had had considerable 
success with the epidural injection of saline or novo- 
cain solution. It appeared to him that it was the 
presence and volume of the fluid that mattered more 
than its composition. He had performed 52 injections 
in 37 cases; 60-160 c.cm. was injected. In 80 per 
cent. the improvement was immediate and gratifying, 
often amounting to complete relief. In the remainder 
he had repeated the injections, sometimes more than 
once, but he found that if the first injection failed 
it was unlikely that another would succeed. 
of the immediately successful cases had relapsed, 
but fortunately the relapses proved amenable to a 
later injection. In endeavouring to determine retro- 
spectively which cases would be likely to respond 
favourably to injection, he found a normal ankle-jerk 
on the affected side the most reliable favourable sign. 

Dr. J. B. MENNELL (London) advocated mani- 
pulative treatment for the acute traumatic cases. 
There was no need for vigorous manipulation, for 
the joints concerned were quite small, and the 
gentlest movement when the patient was relaxed 
under good anesthesia was sufficient to restore normal 
mobility. 

Dr. CraiG Mooney (Plymouth) drew attention to 
the value of the simple radiogram of the spine, 
which often revealed bony changes secondary to a 
nuclear abnormality.—Mr. N. L. CAPENER (Exeter) 
gave a brief description of certain features of the 
mechanics of the lumbar region, and Mr. W. A. 
COCHRANE (Edinburgh) emphasised the importance 
of posture both in the causation and relief of 
sciatica. 

Dr. Witrrep Harris, speaking from personal 
experience, testified to the value of gentle manipula- 
tion as practised by Dr. Mennell.—Dr. Barr replied 
to Prof. Cohen’s questions by pointing out that the 
only two deaths in the series of cases that he had 
described were in patients who were paraplegic, 
and for whom operation was the only possible hope. 
As for waiting a year before undertaking operation 
for the relief of sciatica due to protrusion of an 
intervertebral disc, he admired the patience and 
fortitude of Prof. Cohen’s patients. In America 
they were compelled by the suffering and impatient 
patient to move a little faster. 


Some 


SECTION OF MEDICAL SOCIOLOGY 


Wirn Prof. CHARLES 
presiding, a discussion on 


SINGER (Par, Cornwall) 


Cooperation in Public Health Administration 


with the medical profession and the public was 
opened by Sir WILLIAM WILLcox. It was important, 
he said, to remember that the public had played a 
great part in the creation of the health services and 
to recall how comparatively recent had been the 
development of a public health consciousness. The 
establishment of the Ministry of Health in 1919 was 
one of the greatest events in the advancement of the 
public health of recent times; it might safely be 
said that the public health service of this country 
was one of the most efficient in the world. In 1911 


the medical officer of health was concerned chiefly 
with sanitation, housing, water-supply, food super- 
hospital 


vision, and fever administration. The 
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clinical services were in their infancy. A few of the 
London boroughs had established infant welfare 
centres and the first tuberculosis dispensary in 
England had been started the year before in Padding- 
on by voluntary effort. Since 1911 there had been 
an enormous development of what might be termed 
the clinical services, brought about by the progressive 
action of the municipal and county authorities who 
were the elected representatives of the public. Sir 
William then reviewed the clinical services provided 
by the health authorities in this country to-day, 
indicating their wide variety and the need for coépera- 
tion. Medicine had, he said, become so vast in its 
many branches that no man could be expert in all, 
The medical officer of health must be supreme, but 
he needed the codperation, not only of specialists, 
but of the general practitioners of his district. 
Coéperation would be facilitated by the appointment 
of a consultative medical advisory committee, com- 
posed of representatives of the medical practitioners 
of a district. This committee might be wholly or 
partly nominated by the appropriate branch of the 
B.M.A. in the district. It would contain no lay 
members and its proceedings would be confidential. 
The medical officer of health, who was responsible 
for the health of his district, would be the chairman, 
When special help and advice was required the 
medical officer could consult the Ministry of Health, 
whose assistance was always forthcoming, as in the 
recent Bournemouth and Croydon typhoid outbreaks. 
The general practitioner must play a great part in 
these developments; he could assist the various 
health centres, provided that he was able and willing 
to place these duties first. Sir William also put 
forward suggestions towards bridging the gulf which 
has existed in the past between municipal and 
voluntary hospitals. In conclusion he urged the need 
for full use and understanding of health services now 
existing, before further developments were adopted. 

Prof. R. M. F. Picken (Cardiff) said that the 
origin of the public health movement was not 
entirely medical. Local governing bodies of some 
kind were charged with sanitary responsibility long 
before medical officers were engaged for the pur- 
pose. But there were pioneers whose work was 
voluntary, for example John Snow, who came to 
London as a general practitioner and conducted 
investigations into the cholera outbreak of his time. 
By tracing the outbreak to a common water-supply 

namely, the Broad-street pump, his work became 
one of the classics of epidemiology. It was a testi- 
monial to the public health services that they effected 
by far the greatest part of their work without exer- 
cising the legal powers which they enjoyed. This 
was proof that coéperation did exist. The public 
realised that they were getting an efficient service 
and that the official departments were approachable. 
The point he wished to emphasise was that they 
could waste a great deal of time in deliberate coépera- 
tion which might have been better spent in getting 
on with their work. 

Dr. J. A. Brown (Birmingham) said it would be 
strange if 18,000 doctors, looking after 20 millions 
of people on a contract basis, were not interested in 
preventive medicine, if from no higher motive than 
that of self-interest. In some areas clinics were 
established to deal with all such types of work for 
which general practitioners were supposed to be 
unfitted. In other areas the general practitioner 
was doing this work himself. The fault was not in 
the general practitioner, but in the will of the 
authority to use him intelligently. The medical 
officer of health aimed at individual health through 
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communal health ; the general practitioner aimed at 
communal health through individual health. The 
speaker was often told that the growth of clinics was 
necessary for people who had no doctor. This was 
unsound reasoning. It should not be difficult for the 
local authority to hand over the routine work of the 
clinics to the general practitioner; then the clini 
could be used for consultative cases. The general 
practitioner was the proper person to look after the 
expectant mother and to conduct the confinement. 
The educational part of the clinic could still be carried 
on, but the bulk of the work could be done by the 
general practitioner. The first medical officers were 
concerned in the main with sanitation, epidemics, 
and water-supply. At the time when interest was 
being shown in prospective mothers and babies the 
general practitioner allowed the opportunity of taking 
part in the work to slip by. Now a new generation 
of practitioners had grown up and was anxious to 
take its part in those services of a preventive nature. 

Dr. N. Grepsre (Hull) said that the general prac- 
titioner, although a member of the most individualistic 
of professions, must envisage the community and not 
the individual patient as the unit. Codéperation 
between the public health administrator and general 
practitioner was therefore essential. 

Sir Kaye Le FLemine (chairman of council) said 
there were large numbers of general practitioners who 
had no knowledge that coéperation was possible. 
Many health committees were averse to admitting 
doctors. As a result, there was a lack of coéperation 


‘on all sides. The medical student was never taught 


any of his responsibilities towards the State, or the 
terms of service of the National Health Insurance 
Act. The speaker looked forward to the day when 
lectures would be delivered to students on their duties 
to the State. 

Dr. LetTiT1A FarrRFIeELp (London) remarked that 
no one had yet mentioned the persons in whose 
interests the medical services of the country were 
really organised—namely, the patients. The desira- 
bility of coéperation between medical officers and 
general practitioners might be assumed. The question 
remained as to whether any specific piece of work was 
better done by the general practitioner or by full- 
time staff. In regard to infant welfare and antenatal 
work there was no need to argue over the theory of 
organisation when very practical difficulties had to be 
met. The patient’s doctor could not afford to do 
this work for nothing, while the patient could not 
pay for the long and continuous attendances needed. 
Public funds could not be used for work which public 
officials could not supervise. The cost of handing 
over all clinic work to general practitioners would, 
apart from questions of efficiency, be impossible. 

Councillor H. M. MepLanp (late Mayor of Ply- 
mouth) stated emphatically that his municipal 
colleagues wished to codperate with the general 
practitioner and the voluntary hospitals. The 
latter would certainly fail in the future without 
money provided by the local government. In 
return for this the local authority would demand some 
share in the management of the voluntary hospital. 


Medical and Social Changes in a Derelict Area 


Mr. R. R. Biewett, schoolmaster of a village in 
West Cornwall, described the conditions of poverty 
and the mental equipment of children in his village. 
The staple industry of the village, which was that of 
copper mining, came to an end in 1870. As a result 
of this the best type of inhabitants had emigrated to 
the colonies, and the population of the village had 
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gradually decreased from 15,000 to 4000. Those 
who remained were the descendants of the timid 
and decadent section of the community at the time 
of its prosperity. Decay began to be manifest in 
1920 and in 1927 the school medical officer reported 
the presence in the local school of an alarming number 
of “subnormal children.” They found 17 children 
retarded 4-7 years and 20 children retarded 2-4 years ; 
these comprised one-third of the children on the 
register. He preferred to call them ‘“‘ educationally 
deficient,” as they were unable to learn from books 
or to do handicraft work. Between the years 1913 
and 1928 475 boys were admitted to the school; of 
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these 105 were “educationally deficient.”’ At the 
present time 136 families were represented in the 
school, with an average number of 4-1 children per 
family. In 1931 the education committee of Cornwall 
granted an extra teacher to the school who was an 


expert in the instruction of backward children. The 
speaker claimed no personal knowledge of the 


increased rate of mental deficiency among children 
living in other depressed areas of England and Wales, 
but he thought such an investigation might produce 
interesting results and form a basis on which steps 
could be taken to eliminate the decadent 
tendencies. 


REVIEWS AND NOTICES OF BOOKS 


Alcohol: One Man’s Meat... 
By Epwarp A. Strecker, A.M., M.D., Se.D., 
Professor of Psychiatry, School of Medicine, 


University of Pennsylvania; and Francis T. 
CHAMBERS, Jr., Associate in Therapy, Institute of 
the Pennsylvania Hospital, Philadelphia. London : 
Maemillan and Co. 1938. Pp. 230. 10s. 6d. 


THovuGu the authors do not belittle certain physical 
factors in alcoholism, their thesis is that its basic 
roots can only be adequately understood and treated 
through a psychological approach. Even those who 
agree with Wilfred Trotter that alcohol not only 
promotes the social instincts but in modern 
civilisation has become a psychological necessity, 
will admit that the chronic alcoholic has an excessive 
need in this direction founded upon a morbid mental 
background. He is emotionally immature and drinks 
in order to escape from responsibility and the burdens 
of adult life. The chief difference between the 
normal drinker and the abnormal one is that the 
former drinks in moderation socially to make reality 
more pleasurable while the latter drinks to escape 
from reality. He may have feelings of inferiority 
and insecurity or may take alcohol as a compromise 
solution of some unconscious unbearable mental 
conflict. Among the psychotherapeutic measures for 
successful treatment emotional ‘ cures,’ are not rated 
high and legal commitment is not regarded as 
commonly desirable. Even a trained therapist may 
not discover the origin of the addiction for months. 
The codperation of the patient is necessary, and after 
his emotional difficulties and rationalisations have 
been exposed re-education and suggestion must 
follow. It is rightly stressed that the alcoholic must 
realise that he is thus learning something of much 
greater significance than merely stopping drinking— 
viz., that his character is being completely reorganised. 
With a thorough attack on these lines an alcoholic 
condition of long standing is not regarded as hope- 
less unless there is obvious mental deterioration. 
Where alcohol is related to definite mental disease, 
defect, or constitutional psychopathic inferiority, 
the treatment here advocated would by no means 
apply. In a final chapter on physiological and 
nutritional factors it is noted that a physiologically 
high sugar content in the blood seems to act as a 
curb to excessive drinking. <A dietary rich in vitamins 
and measures to bring about rapid detoxication are 
also desirable. 

Other medical psychologists will mostly agree 
with the views put forward, though the statement 
that dipsomania is a symptom of a manic-depressive 
condition might be questioned. The subject is 
presented clearly and the book is a useful contribu- 
tion to a distressing medical problem. 


Forensic Medicine 
Sixth edition. By Sipney Smita, M.D., F.R.C.P. 


Edin., Regius Professor of Forensic Medicine, 
University of Edinburgh. London: J. and A. 
Churchill. 1938. Pp. 654. 24s. 


Tuts book which has reached a sixth edition in 
twelve years provides a critical and well-balanced 
summary of a vastexperience. Itis no mere collection 
of statistics: nor is it encumbered with long and 
often irrelevant details of cases such as swell the 
volume of some of its competitors. Such illustrative 
cases as are quoted are described tersely and the 
significant point is made without tiring the reader. 
The text is comprehensive and the author has not 
allowed his personal interest in one or other section 
to bias the presentation; infanticide or alcohol 
receives the same careful attention as identification 
or the legal aspects of insanity, and the space devoted 
to each subject is well judged. 

Disappointing in comparison with the text are 
some of the plates which illustrate it. We look in 
vain, for instance, for an illustration of a 12-bore 
shotgun wound, near or distant—probably the most 
common firearm wound since most countrymen have 
this type of gun in the house. It is high time more- 
over for some of the less satisfactory illustrations 
to be either replaced or discarded. Figs. 13, 14, 
43, 44, 49, 51, 59, 107, and 140 have no claim for 
inclusion in any volume on a publisher’s list for 1938 ; 
the new illustrations from the Ruxton case show 
what a difference could be made by bringing the 
other plates up to date. 

At first sight this edition does not seem to have been 
greatly altered; but closer search discovers many 
important if small revisions and additions, including 
the revised list of statutory rules under the Pharmacy 
and Poisons Act, and an expansion of the section on 
alcohol to deal more fully with road accidents and 
drunkenness. We welcome the account of the 
shortened Stas-Otto extraction process, although it 
is placed rather inconspicuously in the text. The 
appendix on analytical methods is becoming more 
and more bulky and will soon be cumbersome if 
its further growth is not restrained. Some of the 
uncommon tests described might give place to those 
in everyday use like the quantitative tannic acid 
or reversion spectroscope methods of estimation for 
CO, neither of which is detailed. 

For a book in constant use for reference on medico- 
legal practice some of the sections are too brief ; 
for example that on sudden death from disorders of 
the circulatory system is badly in need of revision. 
Rupture of the heart happens much more commonly 
than is here suggested, and a fuller description of 
coronary occlusion and thrombosis in their forensic 
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aspects is desirable. Another practical problem 
inadequately discussed is death. under anesthesia, 
This is not to leave the impression of a bitter 


taste after such excellent fare, but to suggest 
changes for the next edition which will make a 


text-book already renowned for sound premises and 
well-drawn conclusions even more useful to student, 
practitioner, and pathologist. 


1937 Year Book of Neurology, Psychiatry and 
Endocrinology 


Edited by Hans H. Reese, M.D., Professor of 
Neurology and Psychiatry, University of Wisconsin 
Medical School; Harry A. Paskinp, M.D., Ph.D., 
Assistant Professor of Nervous and Mental Diseases, 
Northwestern University School of Medicine, 
Chicago; and Ermer L. Sevrineuaus, M.D., 
Associate Professor of Medicine, University of 
Wisconsin Medical School. Chicago : The Year Book 
Publishers; London: H. K. Lewis and Co. 1938. 
Pp. 767. 128. 6d. 


THe output of medical books and papers is now so 
enormous that the specialist who wished personally 
to keep in touch with all recent work in his own and 


allied subjects would have to become a mental 
herbivore devoting his whole time to grazing in 
fertile pastures. Fortunately, however, evolution 


has repeated itself in the mental sphere and the 
labours of the compilers of year books enable the 
rest of us to be mentally carnivorous and live para- 


sitically upon the products of their energies. The 
1937 Year Book of Neurology, Psychiatry and 


Endocrinology, three closely related subjects, contains 
a surprising amount of predigested and highly con- 
centrated information. There is so much, in fact, in 
the 700 odd pages that it is difficult to convey 
an adequate idea of the scope of the book. The 
neurological section includes recent work on the 
hypothalamus, diseases resulting from nutritional 
deficiency, head injuries, the electro-encephalogram, 
encephalomyelitis, disseminated sclerosis, and sympa- 
thectomy and the medical and surgical treatment 
of Méniére’s syndrome. The psychiatric section 
contains a very full account of the treatment of 
schizophrenia by hypoglycemia, Cardiazol, and other 
methods, and a review of the treatment of general 
paralysis. The section on endocrinology deals exten- 


sively with the pituitary and thyroid and with 
protamine zine insulin. Adrenal insufficiency, 
Cushing’s syndrome, and the sex hormones also 


receive consideration. This is a representative sample 
of the subjects of the communications made during 
1937 which have here been critically surveyed. 


Advances in the Therapeutics of Antimony 


By Dr. Phil. nat. Hans Scumipt and Dr. Med. 
Fr. M. Perer. Leipzig: Georg Thieme. 1938. 
Pp. 257. RM.18. 


Dr. Philip Manson-Bahr in a preface notes the 
esteem in which antimony has long been held in 
spite of its interdiction in Paris in 1566. It was at 
one time used even to teach the lesson of temperance ; 


the antimony cups or pocula emetica (one of them 


preserved in the Royal College of Physicians of 
London) were filled with white wine which was 


allowed to stand all night, and this with the antimony 
it had absorbed, might be given to one who had 


drunk too deeply the night before. Even more 
economical were the “ perpetual pills > compounded 
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of antimony, for “’tis but washing and cleansing 
of them again and they’ll serve as oft as you please.’ 
The synthetic preparations of antimony are not s 
cheap. This monograph, which in the main tells 
of their varied medicinal uses, is a reference book of 
great value; it contains abstracts of more than 
2000 papers. An introduction lists the various 
trivalent and pentavalent preparations of antimony 
which are used for treatment, notes their antimony 
content, and points out how the selection of one o1 
other for use in a particular infection will depend 
on the chemical group in which the drug lies; the 
pentavalent compounds have, for example, hitherto 
proved most effective against kala-azar and the 
trivalent against helminths. The two main sections 
of the book deal with clinical experience of antimony 
derivatives in human and veterinary medicine, 
recorded disease by disease, and are interspersed 
with a series of such conclusions as emerge from each 
group of abstracted papers; the same method is 
followed in sections dealing with. experimental 
infections and with pharmacology, and an important 
appendix brings up to the end of 1937 this transla- 
tion of a German work which appeared earlier in that 
year.1 The way in which the printed matter is 
arranged makes it possible for any reader to discover 
in a few minutes just what is antimony’s present 
position in the treatment of any infection in which 
he is interested. 





British Journal of Children’s Diseases 


IN a paper on Hysteria in Childhood in the April— 
June issue Dr, Mildred Creak, who records three 
illustrative cases in girls aged from 11 to 15, states 
that hysteria in childhood is as a rule an ill-defined 
clinical entity. The cases fall into three main groups : 
a first group consisting of cases of true conversion 
hysteria, which is uncommon in young children ; 
a second in which there is an hysterical prolongation 
of a symptom which formed part of an organic illness 
such as chorea; and a third comprising undoubtedly 
organic conditions in which the nervous accompani- 
ments dominate the scene, as in asthmatics and 
choreics, Dr. Creak emphasises the importance of 
the recognition and early assessment of psychological 
factors which will be found to be present in most 
common ailments in childhood.—Dr. F. R. B. 
Atkinson contributes a paper on Addison’s Disease 
in Childhood, in which he has collected 40 cases from 
the literature of 1855-1937, ranging in age from 7 days 
to 14 years though only five were under 10. Of 
this series 25 were males and 15 females. The view 
that tuberculosis of the adrenals is always present in 
Addison’s disease must be abandoned. In a few 
children with all the symptoms of Addison’s disease 
the adrenals were found normal at the necropsy, 
while in others they were atrophic or one of them was 
absent. The condition is almost always fatal. 
Rarely improvement took place, but as the children 
were lost sight of, it was not known if the improvement 
was maintained. A remarkably full bibliography is 
appended.—In a paper on Subcutaneous Emphysema 
in the New-born, Dr. Gerald Slot and Dr. Deans 
Brown, who report a personal case, state that this 
condition is extremely rare. It appears to be due to 
intra-uterine attempts at respiration followed by a 
penetration of air to the surface through the anterior 
mediastinum, In the absence of complications the 
prognosis is good, and the condition clears up in 
6-14 days. Treatment consists in rest and good 
nursing with the administration of a few minims of 
Gee’s linctus. In the writers’ case immediate 
improvement followed continuous administration of 
oxygen through a nasal catheter, and recovery was 
uneventful.—The abstracts from current literature 
are devoted to surgery. 


1 See Lancet, 1938, 1, 558. 
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COUNTING THE SWABS 

THE evidence at a recent inquest in Camberwell 
presented in unusually clear-cut form a familiar 
issue. Who is responsible for counting the swabs 
used at an operation—the surgeon or the nurse ? 
In practice professional usage provides the answer. 
The surgeon must be left undistracted in the swift 
exercise of his skill. The interests of his patients 
demand that he should not attempt the impossible 
by undertaking simultaneously every task in the 
theatre. Whether this practical view is accepted 
by the law courts is not so certain. There are 
indications that the surgeon may be held responsible 
in law if the nurse makes a mistake in the counting. 
The, verdict in Manon v. OSBORNE suggested a 
month or two ago ! that the surgeon is theoretically 
expected to do everything himself—operation, 
checking of dressings, and perhaps (for the legal 
argument would lead that way) anzsthesia as well. 

The series of facts mentioned at the Camberwell 
inquest propounded the issue, we repeat, with 
remarkable clarity. A married woman, aged 50, 
was sent into hospital. The consulting surgeon 
diagnosed an acute abscess of the abdomen and 
immediate operation was deemed necessary. A 
cyst “the size of a football” was discovered and 
it was successfully removed intact. The duty of 
checking the swabs was (as she well understood and 
in accordance with proper hospital practice) 
entrusted solely to a staff nurse of proved com- 
petence and experience. The system of checking 
was as nearly perfect as human forethought could 
devise. The larger dressings were done up in 
bundles of five; each had a number and letter ; 
they were doubly checked before going into the 
sterilising drum and the numbers were again 
checked in the theatre before operation. As an 
extra precaution, though one more valuable for 
correcting than for averting error, a small metal 
button was sewn into a corner of each swab ; thus, 
if it were suspected that one was missing, the 
button would be visible on X ray examination. 
The surgeon asked the usual question about the 
swabs before closing the site of the operation ; the 
nurse answered that they were all correct. 
Unhappily she had made a mistake. After further 
illness the patient underwent a second operation 
a fortnight later when it was found that a swab 
had been left in the body. This had become septic 
and the patient died within twelve hours. There 
was some evidence that, on the day after the 
original operation, the nurse was told that a swab 
was missing ; asked by the coroner why she failed 


So? 


1 Lancet, 1938, 1, 1075. 
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to report this information, she explained that she 
had been absolutely satisfied that all had been in 
order. At the inquest she agreed that she must 
have made a mistake in counting the swabs—a 
mistake for which she could not possibly account. 
In summing-up to the jury, the coroner emphasised 
the complexity and difficulty of the operation. 
The surgeon had to concentrate upon his work. 
He could not be liable for what had occurred, 
“It is not possible for him to check the swabs ; 
he is entitled to rely upon those whose duty it is 
to make the check.”’ 

This statement by a coroner, needless to say, 
has not the judicial authority of a decision of the 
High Court. If a civil action should be brought 
upon the matters disclosed at the Camberwell 
inquest, there will be opportunity for a full-dress 
exposition of the law. The coroner’s opinion, 
however, is valuable as a conclusion upon the 
facts. It is surely one which will commend itself 
to anyone who appreciates the conditions in the 
operating theatre—the strain of the work, the 
multiplicity of swabs used, the occasional use of 
the same swab twice, and the almost incredible 
difficulty of distinguishing the saturated and dis- 
coloured swab from its surroundings. Even the 
expert eye cannot reckon up the number of swabs 
in use quite as easily as a senior wrangler can 
declare how many beans make five. The cardinal 
point is that surgeons must give undivided atten- 
tion to their work, and it is not fair that they 
should be made liable for mistakes over which 
they have no control. The law of agency and the 
responsibility of a master for his servant are con- 
venient and even essential for the conduct of 
commercial and certain other relations. But the 
system of team work in the operating theatre is 
not comparable with the organisation of a factory 
or of a business house. The surgeon is, in one 
sense, the captain of a team. In no sense is he a 
commercial contractor or an employer of labour 
or the head of a firm. Some of the attempts to 
saddle him with the consequences of every con- 
ceivable mischance almost give the impression that 
he is deemed to guarantee the success of the 
operation. 

If we are right in contending that the surgeon 
must not be held responsible in such unfortunate 
circumstances as those disclosed at the Camberwell 
inquest, it is impossible to shirk the corollary that 
the legal liability may fall upon the nurse or the 
hospital. It is scarcely equitable that a plaintiff's 
legal advisers should join the surgeon as defendant 
merely because they think him better value as a 
payer of damages. The hospital, unless it has the 
financial backing of the ratepayers’ money, may 
be by no means a wealthy instit ution. Its concern 
is, naturally and properly, the maintenance of its 
services and the protection of its own interests. 
The question whether the State-registered nurse 
is a servant of the hospital or a skilled expert 
responsible for her actions is still an anxious one, 
as appeared in the case of Wardell v. Kent County 
Council, discussed in our columns on another page. 
In the modern trend of development of the nursing 
profession any decision which treats her as a hand- 
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maid and an automaton rather than a trained 
and qualified expert may well be held to depreciate 
her status. If the resources of her purse, on the 
other hand, are to be threatened by litigation and 
by the prospective award of substantial damages, 
the need for the State-registered nurse to seek 
individual protection through some system of 
professional insurance is urgent.?, With this aspect 
of the problem we are not now concerned. We 
merely desire to reaffirm that it is the surgeon’s 
right and duty to devote his attention solely to 
the work in hand, undistracted by details which, 
however important, can and must be entrusted to 
others acting as fellow-members of his team. He 
will do his utmost to ensure the success of the 
operation. He will neglect no precaution. At the 
same time he is entitled to resist and resent the 
suggestion that he can, in law or in fact, double 
the parts of operating surgeon and checker of 
swabs. 


SCIATICA 


Last week neurologists and orthopedic surgeons 
joined forces (see p. 260) against their common 
enemy—sciatica. The history of the campaign, in its 
many aspects, was given by Dr. WiLFrED Harris 
in his opening paper. He showed that an astonish- 
ing number of lesions are capable of causing 
sciatic pain, and it is the particular duty of the 


neurologist to be on the look out for conditions: 


that may originate in the bony parts, the cord 
and its coverings, and in the sciatic nerve itself. 
Several of these lesions may be difficult to identify : 
Dr. Feraus FERGUSON mentioned neurofibromata 
and Dr. MACDONALD CRITCHLEY varicosity of the 
veins accompanying the nerve. Yet when all these 
things have been discovered or excluded a large 
number of cases are left in which the cause of the 
sciatica is obscure, and one begins to find focal 
sepsis, abnormal posture, and “chill” creeping 
into the list. The fact is that we know very little 
about the etiology of the ordinary type of sciatica. 
On clinical grounds, as Prof. HENRY CoHEN 
pointed out, there is much to be said for regarding 
the process as inflammatory. In this he agrees 
with Dr. Denis Brinton*® and many other 
observers: a fairly acute onset, perhaps with a 
little fever, pain becoming more and more severe, 
then gradually subsiding into a chronic ache, or 
perhaps disappearing completely. Of the nature 
of the causal infection we are still in the dark, but 
it is some comfort to know that rest and sedatives 
alone will tide a patient through the misery of the 
acute attack and even carry him well on the way 
to recovery. But even if the infecting agent could 
be found, why should the sciatic nerve be so 
vulnerable ? Why do we not commonly meet a 
comparable condition in other nerve trunks ? The 
most reasonable supposition is that the vulnera- 
bility of the sciatic trunk is somehow connected 
with its structure or anatomical relations. There 
is room here for the anatomist as well as the 


2 See Lancet, 1938, 1, 1303. 


* See Chronic Rheumatic Diseases. No. 4. Edited by 


©. W. Buckley, M.D., F.R.C.P. Being the fourth annual report 
of the British Committee on Chronic Rheumatic Diseases. 
London : 


H. K. Lewis and Co. 1938. Pp. 160. 10s. 6d. 
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microbiologist, and it is encouraging to note tha 
on the anatomical side a bull has been scored ver) 
recently. 

It is not necessary again to recall in detail th: 
history of posterior protrusion of an intervertebra 
dise as a cause of sciatica, After C. G. Scumori 
published his work on herniation of the nucleu 
pulposus in 1927 attention was mostly focuse 
upon the effects of the incursion of the hernia 
into the substance of the vertebra itself. Th 
clinical significance of the observation that thes 
herniz sometimes point backwards into the spina! 
theca was not at first appreciated. Gradually 
however isolated cases of repeated attacks 
of lumbago associated with sciatica, and even 
paraplegia, due to retropulsion of the nucleus, 
began to be reported. An interesting monograph 
on the subject by Dr. P. Guiorrevx of Bruges 
appeared last year.° Between 1931 and 1936 he 
collected 25 cases in which posterior protrusion of 
a disc (herniation of the nucleus pulposus) caused 
pressure on nerve-roots in the lumbar region and 
signs of sciatic involvement. It is a measure of 
their comparative frequency and of improved 
diagnostic technique that 12 of them were found 
during 1936 alone. As to diagnosis, a radiogram 
showing diminution in thickness of an _ inter- 
vertebral disc ought to arouse suspicion, particu- 
larly if the root pain corresponds to that level ; 
but this narrowing of the joint space is not 
invariably present. Of greater significance, though 
again not a constant finding, is an increase in the 
protein content of the cerebro-spinal fluid. The 
only reliable means of diagnosis is by injection of 
Lipiodol into the spinal theca, and the finding of a 
constant filling defect at the level of one of the 
lower lumbar intervertebral discs. GLORIEUX 
describes the technique of this examination in 
considerable detail, and it is a very laborious 
process. The lipiodol must be rolled up and down 
the theca like mercury (the patient being in the 
prone and lateral positions) and there must be no 
doubt that any filling defect is constantly present. 
GLORIEUX records one or two cases where herniz 
found by lipiodol examination could not have been 
responsible for the symptoms because the level of 
the root pains and the site of the hernia did not 
correspond. He therefore insists that the decision 
to operate must be taken only when the neuro- 
logical confirms the radiological evidence. 

The work at the Massachusetts General Hospital 
described by Dr. Josep Barr corresponds fairly 
closely with GLoRIEUx’s practice. Operative 
removal of the prolapsed mass was undertaken in 
no less than 83 cases, and the results at Boston 
were held to justify such drastic treatment. The 
2 deaths occurred in patients who were already 
paraplegic: the sciatic pain was either com- 
pletely abolished or greatly relieved in all but 3 
of the remainder. One interesting divergence is 
that while GLorreux suggests that hernia of the 
nucleus pulposus may well prove to be the cause 


* See Lancet, 1931, 2, 697 ; 1932, 1, 91. 
s La hernie postérieure du ménisque intervertébral. By P. 
ee Bruges. Paris: Masson et Cie. 1937. Pp. 102. 
‘rs.40. 
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of most cases of sciatica in which other possible 
factors have been eliminated, BARR for the moment 
at any rate is less optimistic. Although he did 
not say in how many cases the search for a hernia 
had proved fruitless, he did admit that many 
cases of sciatica remained in which no well-defined 
cause could be found. It is clear that a cautious 
attitude is necessary and that hasty surgery 
should be avoided. 


THE DISCHARGE OF POTENTIAL 
HOMICIDES 


Last month the Home Secretary was asked a 
question in Parliament about the circumstances 
of the discharge from Broadmoor in 1935 of a man 
who had been detained there since his conviction of 
murder in 1921. The question arose because the 
man had pleaded guilty a few days previously to 
wounding with intent to murder. Mr. GEOFFREY 
LLoyD replied that during his 14 years of detention 
the man showed no signs of insanity or of epilepsy 
but was an extremely well-behaved patient, with 
a capacity for regular and consistent work, and 
moreover took an active part in the social life of 
the institution. 

This unfortunate case raises the whole problem 
of the compulsory detention of an outwardly 
sane man because of the danger he may present 
to society if he returns to ordinary life. The 
question is not one to which a clear-cut logic 
(or, for that matter, ethic) can be applied. The 
physicians and administrators who must make 
the decision may be in doubt of where their duty 
lies even when the risk to society is clearer and the 
man’s sanity more doubtful than in this case, where 
the risk seemed very small and the man’s mental 
health well re-established. Many undoubtedly 
paranoid -patients have left a mental hospital 
years after an act of homicide, and have lived 
harmlessly in the community until they died. The 
balancing of a period of normality against past 
insanity and violence, and the assessment of future 
risk is a problem often thrust upon psychiatrists. 
Some, it must be admitted, go very far in their 
reliance upon their own judgment and knowledge 
of the patient. Thus Prof. Gaupr of Tiibingen 
declared not long ago that he would be prepared 
now to discharge the once notorious mass-murderer, 
Wagner, from hospital, if only public opinion 
would tolerate it; and there could not have been 
a more flagrant risk than Wagner once presented 
or a case of paranoia more likely to be incurable. 
In the long run, society usually—and rightly- 
gets the benefit of the doubt. The record of 
discharges from Broadmoor shows how carefully 
and wisely there the patient’s rights and those of 
society have been weighed against one another. 

There are two special cases in which the same 
issue arises in a sharp, almost paradigmatic, form : 
epileptic furor and alcoholic delusions of jealousy. 
An epileptic who is ordinarily quiet and well- 
behaved may have attacks of murderous irre- 
sponsible rage; as soon as he emerges from this 
state, which will not last more than a few days, 
he is again a well-conducted, sensible person, but 
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it is clearly very unsafe to let him return to his 
home where another such attack may come on, 
sooner or later, with fatal consequences. A 
chronic alcoholic can pass into an acute paranoid 
psychosis, directed, it may be, especially against 
his wife. It clears up after a spell in hospital, where 
alcohol is withheld from him; and if then he 
returns to his family and, as is almost inevitable, 
to the bottle, he will quickly recover his violent 
suspicions or certainties about his wife’s infidelity, 
and may even murder her. It would be better 
that he should be incarcerated for the rest of his 
life than given opportunity for this, yet it is a hard 
thing to keep a man, normal and healthy so long 
as alcohol is beyond his reach, shut away among 
the insane. The Inebriates Act, which provided 
for such contingencies, fell into abeyance soon 
after the late war; and the problem is fortunately 
an infrequent one now that alcoholism has 
decreased so much among us. But all such 
episodic lunacies with violence are a legal and 
administrative crux. 


EMERGENCY EPIDEMIOLOGY IN CHINA 


On June 11th, in a review of the situation in China, 
we referred to the prospects of cholera spreading 
among the refugees. The Yellow River floods have 
added to the misery and destitution of large areas, 
and have further strained the resources of local 
administration; so that to-day there is, as was 
expected, an epidemic of cholera, especially in the 
central and south-western regions. The Chinese 
government has appealed to the League of Nations 
for 6,000,000 doses of cholera vaccine and there has 
been a generous response: Australia and Ceylon 
have sent 500,000 doses each, the Philippines (Red 
1,000,000, Denmark 130,000, Rumania 
1,000,000, Yugoslavia 500,000, Turkey 1,000,000, 
and Egypt 180,000. The Pasteur Institute at Hanoi 
has previously sent 250,000 doses; the National 
Institute of Bacteriology at Buenos Aires offers 
200,000 ; and the American Red Cross are immedi- 
ately shipping 3,000,000. The three League units 
are allocated to north, central, and south-west China, 
and though for the moment they are chiefly concerned 
with cholera they have already done much to help 
the Chinese government in its task of protecting the 
health of the civil population. The government has 
created no fewer than 100 small units for rural dis- 
tricts, and 3 large anti-epidemic units, consisting of 
150-250 doctors and nurses; it has also granted 
160,000 dollars to the League’s epidemic commission. 
All three of the League’s units have undertaken small- 
pox vaccination on a large scale, while typhus has been 
tackled by inoculation, delousing measures, the 
supervision of refugees, and “the establishment of 
hospitals. For the campaign against malaria two 
tons of quinine have been sent out by the League, 
and efforts are being made to cope with syphilis, 
rabies, plague, and the diseases of malnutrition. 
The demand is always for more medical help, and 
the Chinese government has asked the League to 
continue its assistance by maintaining the units for 
another year. It is unthinkable that this request 
should be refused. 


Cross) 
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ANNOTATIONS _ 


RADIOGRAPHY OF THE BREAST 


Tue diagnosis of a lump in the breast is often 
very difficult and a mistake may be fatal. Clinical 
examination alone is so uncertain that many experi- 
enced surgeons believe that in general every breast 
tumour should be excised so that the diagnosis 
may be established with the microscope. A different 
but no less serious problem is presented by the case 
in which there is a blood-stained discharge from the 
nipple but no lump can be felt. Is there no way in 
which clinical examination can be supplemented ? 

More than a year ago Hicken? described a tech- 
nique in which the breast was radiographed after 
being injected with some opaque fluid. Regardless 
of linguistic miscegenation he called the method 
mammography, and he wrote enthusiastically of 
it. The various contrast media used include Thoro- 
trast, air, and Lipiodine; and of these three thoro- 
trast is the most efficient since it combines the qualities 
of fluidity and opaqueness in higher degree than the 
others. It is usually injected into the orifices of the 
lactiferous ducts through a blunt hypodermic needle 
after thorough cleansing of the nipple, but in some 
cases it may be injected directly into a tumour 
or cyst. Stereoscopic radiograms are then taken and 
the tumour is shown by a filling defect or blockage 
or by distortion of the normal course of the duct. 
Often it is enough to inject only the ducts leading 
to that part of the breast in which the lesion is known 
to be, but the whole breast may be visualised if 
necessary. Hicken investigated both normal and 
abnormal cases so as to obtain standards for com- 
parison, and in many of them subsequent mastectomy 
enabled him to correlate the radiographic with the 
macroscopic and microscopic findings. One of his 
most successful cases was that of a woman of 40 who 
had a blood-stained discharge from the nipple but no 
definite lump. The bleeding duct was injected and 
two filling defects were found : these proved to be due 
to two small intraductal papillomata. In many cases 
he could confirm his clinical findings but he has 
apparently not been able to distinguish between 
innocent and malignant growths which were doubtful 
clinically. Only one serious adverse effect was noted : 
a woman who had acute mastitis when the breast 
was injected developed multiple breast abscesses. 

More recent work by others 2 * has confirmed many 
of Hicken’s findings, but has also shown that mammo- 
graphy—or mastography as we should prefer to 
call it—has very real limitations and dangers. Many 
of the patients complain of severe and persistent 
pain in the injected breast, severe enough in some to 
necessitate amputation. Histological examination of 
such breasts shows an intense foreign-body reaction. 
A still more significant fact is that the thorium can 
be shown still to be present and radio-active in the 
breast as long as ten months after the injection. 
Furthermore there have been cases in which masto- 
graphy failed to show any sign of a malignant tumour 
which could actually be felt. It may be concluded, 
then, that this method, if it were not for the harm it 
can do, might be very useful in locating a lesion which 
cannot be found clinically, but that it is far too 
unreliable to be used in the diagnosis of a tumour of 
doubtful pathology. If direct inspection of such a 


1 Hicken, N. F., Surg. Gynec. Obstet. 1937, 64, 593 


* Reis, R. A., and Mesirow, 8. D., J. Amer. med. Ass. June 4th, 
1938, p. 1900 


* Romano, 8S. A., and McFetridge, E. M., Ibid, p. 1905. 
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tumour at operation may be inconclusive, how much 
more so must be the interpretation of shadows 
cast by an opaque fluid in the surrounding ducts. 
Histology still provides the only safe criterion. 


THE EFFICIENCY OF INTESTINAL 
ANTISPASMODICS 


THE regulation of intestinal motility presents many 
problems in therapeutics, the solutions of which are 
not very clearly established ; this is particularly true 
of attempts to reduce spasm and movement. Jackman 
and Bargen ! have investigated the action of certain 
antispasmodic drugs upon the activity of the human 
bowel and their results encourage the hope that their 
methods will be used over a wider field. They 
selected patients with suitable intestinal fistule and 
recorded the bowel activity by means of a small 
balloon introduced through the intestinal opening 
and connected to a water manometer. They carefully 
avoided any of the distension of the bowel which air- 
containing recorders usually produce and took pre- 
cautions to ensure the comfort, both mental and 
physical, of their subjects; for these reasons their 
experimental records have the special merit of the 
minimum of experimental interference. The action 
of nitrites was first investigated. The inhalation of 
amyl nitrite produced a definite but transitory 


diminution in intestinal tone, and glycerol trinitrate 


a similar but slightly more prolonged effect. The 
short duration of the response and the accompanying 
vascular symptoms, however, diminish the value of 
these drugs as practical therapeutic weapons. 
Atropine and the allied synthetic products Syntropan 
and Trasentin caused a very definite and prolonged 
reduction in tone and motility. The two synthetic 
drugs produced their effects in doses which were 
quite free from any side actions such as flushing, 
diminished salivation, or mydriasis; in the case of 
trasentin its action could easily be removed by the 
use of Pituitrin or Prostigmin. From thése results 
these synthetic drugs appear to be well adapted for 
therapeutic use, 


SPONTANEOUS HYPOGLYCAMIA 


Tue case which Dr. Lilian Hayward describes on 
p. 253 illustrates once more the ease with which the 
symptoms of hypoglycemia may be misinterpreted. 
Here the condition was produced by giving insulin 
and a low carbohydrate diet to a man with renal 
glycosuria who happened also to be sensitive to 
insulin; but sometimes it arises spontaneously from 
overproduction of insulin in the pancreas, from 
dysfunction in other endocrine glands, or from gross 
destruction of the store of glycogen in the liver as 
by hepatic carcinoma. In 53 cases analysed by 
Tedstrom,? the hypoglycemia was due to benign 
adenomata of the pancreas in 10, to malignant disease 
of the pancreas in 3, to adenoma of the pancreas 
with a carcinoma of the liver in 1, and to faulty starch 
digestion in 1 ; in the remaining 38 it was attributed to 
functional disorder, in which an overaction of the 
islet tissue was presumed though unproved. The 
symptoms are similar whatever the cause. The 
first effect of the fall in blood-sugar is a stimulation 
of the sympathetic system, producing nervousness, 
tremor, palpitation, and sweating. This is followed 


1 Jackman, R. J., and Bargen, J. A.» Surg. Gynec. Obstet. 
July, 1938, p. 63. 
2 Tedstrom, M. K., Ann. intern. Med. 1934, 7, 1013. 
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by weakness and hunger, sometimes diplopia, vomit- 
ing, and epigastric pain. In the next stage other 
parts of the central nervous system are stimulated 
and there is vertigo, ataxia, confusion of thought, 
unconsciousness, convulsions, and finally coma. An 
attack may stop at any stage and mild fits without 
unconsciousness or convulsions are probably not 
uncommon. The attacks tend to come-on when the 
patient is hungry, and in the absence of treatment 
last from a few minutes to half an hour, leaving some 
dazedness and amnesia. The milder fits may well 
be mistaken for ‘‘ nerves ”’ and the more severe for 
epilepsy. Van Balen and Hutter * describe the case 
of a postman who had periodic giddiness at diminishing 
intervals and of increasing severity for twelve years 
and finally had to give up his work. His attacks 
had been thought to be due to traumatic meningitis 
following the fall he sustained in his first attack, but 


blood-sugar estimations ultimately revealed their 
true nature. Suspicion should be aroused by the 


story of attacks coming on before meals and being 
relieved by food, an observation which most sufferers 
eventually make. The fasting blood-sugar may not 
be abnormal but if a sugar-tolerance test is continued 
for 4—6 hours it will usually show an abnormal fall, 
and this may bring on an attack. The diagnosis 
is made certain by finding a low blood-sugar during 
an attack (usually about 45 mg. per 100 c.cm.) and by 
aborting the attack with glucose. Treatment during 
an attack consists in the administration of glucose, 
intravenously where a rapid effect is desired, or by 
mouth in a mild case. Prevention is usually attained 
by frequent feeding—mainly on proteins and fats, 
because carbohydrates stimulate the secretion of 
insulin. If fits still recur in spite of dieting and 
there are no signs of pituitary, thyroid, adrenal, 
or liver disease, a tumour of the pancreas should be 
suspected. Surgical removal of an adenoma is 
reasonably safe and may be dramatically successful. 
Where no adenoma has been found some relief has 
followed resection of part of the gland or ligation of 
vessels. 


PRECLINICAL COURSES IN LONDON 


THe revised syllabuses for the first and second 
examinations for medical degrees of the University 
of London, which will apply to examinations held in 
and after 1940, have now been issued.* For the first 
time the syllabus for the lectures on inorganic 
chemistry (now 60 in all) is divided into two sections, 
labelled physical and descriptive. The course to be 
covered for the first examination is specified in much 
more detail than is supplied for the subjects of the 
second. Among the additions to the inorganic 
chemistry syllabus is the determination of the pH 
of a solution by indicators; students of physics 
will in future be taught at this early stage about 
radioactivity and the nature of radioactive change 
and the properties of alpha, beta, and gamma rays ; 
while in biology more stress is now laid on general 
principles—such as the facts of heredity and varia- 
tion, and the evidence for and theories of evolution— 
than on minute structure. For example, knowledge 
of the musculature and details of the skeleton of the 
frog will not in future be required. 

The student’s time during his work for the second 
examination, which is to extend as before over five 
terms, is now to be divided equally between human 
anatomy and “the composite subject of physiology 


® Van Balen, J., and Hutter, 
1938, 82, 2993. 

‘For the new regulations for the final M.B., B.S. Lond., see 
Lancet, 1938, 1, 857. 


A., Ned. Tijdschr. Geneesk. 





PRECLINICAL COURSES IN 



















LONDON {[suLy 30, 1938 269 
with histology and pharmacology, organic chemistry 
and biochemistry.” Very little is said about the 
range of the instruction in any of these sciences. 
Embryology, neurological and microscopical anatomy, 
and the anatomy of the living subject are to be covered 
in not less than 100 lectures and demonstrations 
and in the practical course radiological anatomy is 
specifically included. The student is still to dissect 
the whole body at least once during not less than 
four terms. As a general guide the minimum number 
of lectures in the branches of the other part of the 
examination is suggested as 120 hours on physiology 
with histology, 20 on pharmacology, and 35 each 
on organic chemistry and biochemistry. These 
lectures are of course to be supplemented by appro- 
priate practical courses, augmented when necessary 
by demonstrations, 

The examination in organic chemistry and bio- 
chemistry will be combined in one paper of three 
hours and a test of practical work lasting six hours. 
Those senior members of the profession who have 
been impressed by the rapid growth of the subject of 
biochemistry, till now taught with physiology in 


Part II of the second examination only when 
organic chemistry as Part I had been disposed 


of, will be interested to see how the medical students’ 
requirements are now defined. He is to have “a 
theoretical and practical course on the principles of 
organic chemistry leading to an adequate knowledge 
of the nature, reactions, and, as far as possible, the 
constitution of those organic compounds which 
are of physiological importance’; and he is also to 
be given, under the heading biochemistry, “ a know- 
ledge of the chemical changes taking place in the 
animal body and their significance in physiological 
processes,” 


PREGNANCY AFTER ECTOPIC GESTATION 


THE success of prompt surgery in the treatment 
of extra-uterine pregnancy is shown by an analysis 
of 142 cases treated at the Mayo Clinic during the 
years 1926-35. The number is small because the 
condition is essentially an emergency, and the patients 
were drawn only from the immediate neighbourhood 
of the clinic. All but one were operated on, without 
any deaths; the only patient who died was moribund 
on admission. The case-mortality rates, ranging 
from 2 per cent. to 11 per cent., quoted by other 
investigators are attributed by Mayo and Strassmann 
to delay in seeking treatment, or to inadequate 
facilities for blood transfusions; but possibly the 
excellence of their own figures might have been 
marred by some catastrophes if a larger series of 
cases had been collected. 

The impression that rather more pregnancies occur 
in the right tube than in the left is supported by these 
findings (77 as against 63). Since the common 
causes of tubal pregnancy affect both sides equally, 
the authors suggest that a mechanical reason may 
account for the liability of the fertilised ovum to 
settle in the right tube—possibly the widespread 
habit of sleeping on the right stde. 

In this series 42 patients were necessarily sterile after 
the operation: 4 cases of hysterectomy, 3 of recurrent 
ectopic gestation where one tube had previously 
been removed, and 35 owing to menopause, natural 
or induced. Of the remaining 100, 84 were traced 
for periods of from one to ten years after operation. 
Of these 31 became pregnant, 3 having recurrent 
ectopic gestation; but 28 had 47 intra-uterine 


1 Mayo, C. W., and Strassmann, E. O., Surg. Gynec. Obstet. 
July, 1938, p. 46. 
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These resulted in 32 full-term deliveries, 
4 premature labours, 10 miscarriages, and 1 
hydatidiform mole. The practice of leaving the 
unaffected tube intact if possible is certainly justified 
if the chances of an intra-uterine pregnancy following 
the ectopic prove to be—as here—ten times that of 
a recurrent ectopic gestation. The proportion of 
subsequent pregnancies in this series may be regarded 
as understating the probability, since it takes no 
account of the use of contraceptives or of the fact 
that some patients probably had the remaining 
tube blocked. Fertility was practically unaffected 
by the removal of one ovary with the tube; 21 
pregnancies occurred in 14 patients with both ovaries 
and 11 pregnancies in 7 patients with only one. 
The patients left with a single ovary in this series 
disprove the popular belief that the ovary from 
which the ovum comes, right or left, bears any 
relation to the sex of the child. 


pregnancies. 


OBSCURANTISM 

Just a century ago J. C. Hare wrote in ‘* Guesses 
at Truth”: ** The true Obscurantists are the passions, 
the prejudices, the blinding delusions of our nature, 
warpt by evil habits and self-indulgence; the real 
Obscurantism is bigotry, in all its forms.” Lord 
Horder in his Conway Memorial lecture, now published, 
comments shrewdly on obscurantism in literature, 
politics, art, law, metaphysics, medicine, and religion, 
and reminds us that words may be used to clarify 
thought, or to obscure it. In modern political propa- 
gandism, the obscurantist use of words and phrases 
is only too aptly illustrated by such terms as “ race- 
consciousness ”’ or “ race-guilt.””. In medicine we are 
still faced with many obscurant notions: one is 
that we can separate the health of the body from that 
of the mind; another, that where the health and 
happiness of manual workers are concerned, we can 
ignore economic considerations. Lord Horder defines 
his own philosophical position as that of the prag- 
matic humanist and it is because obscurantism stands 
in the way of the achievement of that scientific 
civilisation which he visualises that he condemns it 
so vigorously. Our trouble, he thinks, is not too much 
science but rather too little applied science—and, it 
might be added, too much of that little misapplied. 
As an antidote to totalitarian ideologies and other 
equally myopic, if less dangerous, types of senti- 
mentality, this glimpse of a sane outlook will be 
welcomed even by those who approach world 
problems from a different angle. 


TREATMENT OF MENINGOCOCCAL MENINGITIS 

THe epidemic of cerebro-spinal fever that first 
arose in French Nigeria in April, 1937, and recurred 
at the beginning of the present year, has given ample 
opportunity for trying various methods of treatment, 
and Colonel Muraz and his assistants are able to 
record ? what we believe to be the largest series of 
cases in which sulphanilamide has been used against 
meningococcal infections. The circumstances in 
which they worked were not such as to flatter their 
results; these circumstances also unfortunately 
made it impossible to follow the progress of the 
cases bacteriologically. In the first place 49 patients 
were treated with intrathecal antimeningococcal 
serum. The dose given was small—on the average 
40 c.cm, in two injections—and the mortality 22°4 per 
cent. The difficulties of serum treatment in inacces- 

? Obscurantism By Lord Horder, G.C.V.0.,M.D. London: 
Watts and Co 1938 Pp. 49 28 


* Muraz, G., Chirle, H., and Quéguiner, A., Pr. méd. July 16th, 
1938, p. 1113. 
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sible villages then led to a trial of simpler methods, 
and sulphanilamide was used, either alone or with 
serum, in 348 cases. It was given by mouth in the 
form of 0-3 gramme tablets of Lysococcine, and the 
usual dosage for adults was 4 tablets four times a day 
for two days and then 2 tablets four times a day for 
6-10 days—an average total of 100 tablets, or 30 g. 
To 23 patients a single intrathecal dose of 20-30 ¢.cm. 
of antimeningococcal serum was given, followed by 
sulphanilamide by.mouth; there were 2 deaths—a 
mortality-rate of 8-7 per cent. Another 54 received 
one or two intrathecal injections of a solution contain- 
ing sulphanilamide followed by tablets by mouth 
for about a week, and the fatality-rate in this 
group was 14-8 per cent; of 10 patients receiving two 
intrathecal injections none died. Finally 271 patients 
had sulphanilamide by the mouth only, and their 
fatality-rate was 10-7 per cent. The more obscure 
complications may well have been overlooked in 
bush conditions, but obvious ones—dermatitis, jaun- 
dice, and cyanosis—such as have been described 
elsewhere were not seen. The authors ascribe this 
freedom from accidents to strict moderation in 
dosage. Seldom did they exceed a total of 30 g. 
and they suggest that complications usually arise 
after a dosage of 45 g.or more. They conclude 
that in inaccessible districts treatment with sulph- 
anilamide by mouth will commend itself for its 
simplicity and comparative cheapness. 


THE HEART IN HYPERTHYROIDISM 


Tue damage done to the heart in toxic goitre has been 
much investigated, especially since the importance and 
frequency of thyrotoxic heart disease in middle-aged 
and older people has been realised. Histological 
studies have failed to show any definite changes, but 
it is not disputed that auricular fibrillation and heart 
failure often accompany it and may be abolished by 
thyroidectomy. It is therefore difficult to under- 
stand why some authors tend to minimise the effects 
of toxic goitre per se. For example, Gotta ! concludes 
that hyperthyroidism produces little or no increase 
in the cardiac (frontal) area, and that when this 
area is definitely enlarged the enlargement is due to 
associated cardiovascular disease. As evidence of 
such associated disease Gotta accepts hypertension 
persisting after the cure of hyperthyroidism; but 
hypertension (both systolic and diastolic) is present 
in so large a proportion of cases of toxic goitre over 
forty years of age that it is generally regarded as a 
symptom of the disease, even though it may be little 
altered by thyroidectomy. Gotta also seems to 
regard auricular fibrillation as a sign of associated 
cardiovascular disease, whereas it is usually considered 
a highly characteristic effect of the toxic action of 
goitre. It is true that this rhythm is rare in young 
people, but a similar relation between fibrillation and 
age is seen in rheumatic heart disease, for fibrillation 
is rare in children, even when the cardiac lesions are 
very severe. For some reason the auricles pass into 
fibrillation more readily with advancing age, but this 
does not justify the conclusion that ‘ associated 
cardiovascular disease”? is a necessary concomitant. 
Gotta also studied the prominence of the left middle 
are on the cardiac profile which has often been 
observed in toxic goitre; he found it present in 
about a third of 200 cases, but suggests that, because 
it could not be correlated with the age of the patient 
and the intensity and duration of the disease, and 
because it generally persisted after recovery from 
the hyperthyroidism, it is a constitutional feature 


1 Gotta, H. Arch. intern. Med. June, 1938, p. 860. 
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and not related to the disease. Against this view it 
need only be said that much the same proportion 
has been recorded by other observers, and that 
prominence of the pulmonary arc is relatively rare 
in the general population. Gotta’s actual descriptions 
of the cardiac changes in toxic goitre as seen radio- 
logically correspond closely with those of others, and 
it is rather in his interpretation that differences exist. 
What seems to us most important is to recognise 
that goitre can lead to grave impairment in cardiac 
function; and if this is admitted then goitre must 
also be a cause of cardiac disease, in the wide sense 
of the term. 


THE LONDON 


Tue four men who in 1740 raised a hundred guineas 
to found the London Hospital would be astonished 
at it to-day. None can foresee the evolutionary 
bursts that turn simple organisms into large and 
complex ones—as it were overnight. The change is 
prodigious. Yet the biological functions and the 
biological needs of the big organisation remain 
fundamentally the same as those of the small one: 
the old London Hospital served the sick and was 
maintained by money and devotion; and the same 
is true of the new. The difference is that the larger 
body is mgre specialised and more useful, but also 
more easily harmed by lack of nourishment. The 
hundred guineas was soon spent, and throughout its 
history the hospital has lived perforce from hand to 
mouth, developing by faith rather than endowment. 
The bed that cost less than £18 per annum in the 
early years costs over £255 to-day, and though income 
still balances expenditure, at about £250,000 a year, 
it leaves no reserve for growth—the growth that is 
essential to a hospital’s life. To celebrate the 
bicentenary £300,000 must be raised: to serve the 
future as fully as it has served the past the London 
must have a new X ray department, remodelled 
operating theatres and children’s wards, a fracture 
clinic, enlarged laboratories, new ear, nose, and 
throat wards, a better dental department, a larger 
nurses’ home, and much besides. The voluntary 
hospital system may or may not require modification ; 
meanwhile this, the largest voluntary hospital in 
England, is a solid fact, and its needs cannot be met 
by theories. If the London, with its record of relief 
and teaching and research, does not deserve the 
desired help, then no hospital deserves it; and 
naturally the help must be additional to the support 
that has so far allowed 15,000 in-patients to be 
treated every year and 1400 out-patients to attend 
every day. The times are difficult, but the authorities 
can fairly ask all who are or have been in any way 
associated with the hospital to do what they can to 
givé success to their rejuvenating operation. A bicen- 
tenary issue of the London Hospital Gazette explains 
what has to be done. 


THE GASTRO-INTESTINAL ACTION OF 
BENZEDRINE 


SINCE its introduction five years ago benzedrine 
sulphate has been widely used for its central stimula- 
tion in narcolepsy, post-encephalitic parkinsonism, 
and mild depressive states, and for its vasoconstrictor 
and shrinking effect when applied locally to the 
nasal mucous membrane. Myerson and Ritvo! 
first drew attention to its action in relaxing spasm 
of the gastro-intestinal tract and pyloric sphincter 


1 Myerson, A., and Ritvo, M., J. Amer. med. Ass. 1936, 
107, 24. 
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and suggested its use in radiographic differentiation 
between functional and organic spasms. They also 
found it effective in the treatment of “spastic 
colitis’ and pylorospasm. Rosenberg and his 
colleagues? at Chicago have now attempted to 
confirm these results. They made observations on 
eighteen patients with spastic colon and were careful 
to exclude other conditions as far as possible by a 
thorough preliminary examination. Their dosage 
was 10 mg. twice a day for from one to four weeks. 
Of their patients three were made worse and eleven 
were unchanged. Only three were improved and 
two of these had been as rapidly relieved in a previous 
attack by belladonna and bromides. They also made 
studies in dogs and in normal subjects and found 
that in them benzedrine produced pylorospasm and 
enterospasm and prolonged the emptying-time of the 
stomach and small intestine. White and Jones * 
applied a 0-5 per cent. solution locally to the rectum 
of a student volunteer and found it quite inert. 
They also lent support to Rosenberg’s negative 
results by finding its administration ineffective in 
two patients with mucous colitis, though they remark 
that when given over a long period by mouth it 
gives symptomatic relief to such cases. It seems 
therefore that benzedrine has so far no definite place 
in the treatment of disorders of the gastro-intestinal 
tract. 


MEDICAL RESEARCH COUNCIL 


Mr. ©. R. Harington, Ph.D., F.R.S., professor of 
pathological chemistry in the University of London 
at University College Hospital, and Dr. W. W. C. 
Topley, F.R.C.P., F.R.S., professor of bacteriology 
and immunology in the University of London at 
the London School of Hygiene and Tropical Medicine, 
have been appointed members of the Medical Research 
Council, in succession to Prof. A. J. Clark, F.R.S., 


and Sir John Ledingham, F.R.S., who retire in 
rotation on Sept. 30th. 
Prof. W. FLetcHerR SHAW has been elected 


president of the British College of Obstetricians and 
Gynecologists. 


INDEX TO “THE LANCET,” Vor. I, 1938 


Tue Index and Title-page to Vol. I, 1938, which 
was completed with the issue of June 25th, is now in 
preparation. A copy will be sent gratis to sub- 
scribers on receipt of a post card addressed to the 
Manager of THe LANcET, 7, Adam-street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 


2 Rosenberg, D. H., Areus, R 
Ibid, June 11th, 1938, p. 1994 


A., Marcus, P., and Necheles, H., 


* White, B. V., and Jones, C. M., New Engl. J. med. 1938, 
218, 791. 
Royat Sussex County Hospirat, BrigHTon.— 


The official ceremony inaugurating the new department 
of physical medicine, which has been open for some time, 
took place at this hospital on July 21st. Mrs. Latilla, the 
donor, was warmly thanked by Dr. Donald Hall, chairman 
of the governors. The new department stands by itself 
on a site originally occupied by a girls’ orphanage, but it 
is working in collaboration with the hospital, and especially 
with the fracture clinic. Dr. R. W. Windle, the physician 
in charge, said the governors had long realised the 


necessity of extending the department, but were unable 
to consider any practical scheme owing to lack of funds 
until Mrs. Latilia had come to the rescue. 
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JUVENILE NERVOUS AND MENTAL 
INSTABILITY 


A STUDY OF 1000 CASES 


By Mourtet Barton Hatt, M.D. Liverp. 
HONORARY PHYSICIAN TO THE LIVERPOOL PSYCHIATRIC 
CLINIC 


THE past fourteen years have seen in Liverpool 
the gradual provision of clinics and departments for 
the specialised investigation and treatment of nervous, 
mental, and conduct disorders. It is found in such 
departments that many of the adults are suffering 
from conditions which might have been prevented, 
or at any rate for which better provision might have 
been made, had the condition been diagnosed and 
dealt with at an earlier stage. From this realisation 
came the idea of investigating adolescent cases 
with a view to seeing how far their appropriate treat- 
ment might prevent similar difficulties in adult life. 
In this study of 1000 cases of boys and girls in the 
second decade of life such an investigation has been 
attempted. 

METHOD OF INVESTIGATION 


The patients included in the investigation were 
examined between May, 1924, and May, 1937. Nearly 


half (496) were seen at the Liverpool Psychiatric - 


Clinic, opened in May, 1924; 186 at the Liverpool 
Child Guidance Clinic, opened in November, 1929 ; 
139 in the department of psychological medicine at 
Liverpool Royal Infirmary, opened in 1930; and the 
remainder (179) in private practice. The series 
includes every boy or girl who was not less than ten 
or more than nineteen years of age when first seen, 
and comprises 387 under fifteen years of age and 
613 over fifteen, 583 being girls and 417 boys. 
With the exception of one girl, all were unmarried. 
These age limits were selected primarily to include 
those years during which the all-important changes 
of adolescence occur. The cases were unselected in 
any way, the condition common to all being that 
they were considered suitable by those who referred 
them to be dealt with by a medical psychologist in the 
course of ordinary practice. They were referred for 
investigation and treatment from three main sources : 

1. General practitioners, consultants, and specialists.. 432 

2. Social organisations concerned with the moral, 

mental, and physical welfare of young people .. 376 
3. Public authorities, including school medical, public 
health, Home Office, and police-court officials 

Each case was recorded according to a prepared 
system which included the family and personal 
histories, the results of physical and mental examina- 
tions, and a statement regarding the diagnosis and 
prognosis arrived at and the recommendations 
made. The personal history included details of 
birth, early development, physical health, school 
progress, general conduct, environmental difficulties 
or changes, and occupations followed. All the 
patients underwent a general physical examination 
in which particular attention was paid to the central 
nervous, endocrine, and allied systems. Mental 
examination was conducted in every case, and as a 
rule detailed psychometric examination of intellectual 
development and powers was made. The chief 
purposes of the investigation, however, were those of 
arriving at a diagnosis, recording a prognosis, making 
recommendations concerning treatment, and institut- 
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ing a system whereby each case could be followed up 
at subsequent intervals for the purpose of checking 
the two former and noting whether the latter had bee: 
put into practice, and, if so, with what result. 

The cases referred comprised 515 with conduc! 
symptoms ranging from laziness, violent temper 
and pilfering, to truancy, stealing, vagraricy, and 
forgery ; 448 with nervous symptoms including fears, 
obsessions, dreads, depressions, stammering, and 
enuresis ; and 37 in which advice was mainly sought 
on an educational problem such as backwardness in 
school work or failure in competitive examinations. 


ETIOLOGY 

The main etiological factors explored were 
those of (1) heredity, (2) intellect, and (3) home 
environment. 


Heredity.—A psychopathic family history was found 
in 56 per cent. of the cases. A positive finding was 
indicated where there was a history of nervous break- 
down, neurosis, insanity, suicide, mental deficiency, 
alcoholism, epilepsy, syphilis, immorality, violent 
temper, crime, delinquency, or allied disorder in 
the patient’s grandparents, parents, aunts, uncles, 
or siblings. As relatives tend to show reluctance in 
revealing adverse family traits, it is certain that, 
were all the facts known, the actual proportion 
would be considerably higher than 56 per cent. 

Intelligence.—Advances in the science of psycho- 
metry have made it possible where time and 
opportunity are afforded to assess with considerable 
accuracy, by the use of standardised scales, the general 
intellectual development of persons of all ages from 
infancy to adult life. It is also possible to obtain a 
rough estimate of a person’s intelligence by careful 
consideration of their record in school work. In 
562 of the cases in this investigation the intelligence 
quotient was arrived at by use of the Stanford revision 
of the Binet-Simon scale, while in the remaining 
438 general intelligence was assessed on school 
records. Taking the series of 1000 cases together, 
0-8 per cent. were considered to be of very superior 
intelligence, 11-1 per cent. of superior intelligence, 
41-9 per cent. of average intelligence, 29-4 per cent. 
dullards, and 16-8 per cent. mentally defective. These 
figures show a higher proportion of dullards and of 
mental defectives than one would expect to find in 
a sample of the ordinary population. 

Home environment.—In adult cases of nervous and 
mental instability there is often a history of an 
unhappy childhood, and it is not surprising, therefore, 
if, in investigating the nervous and mental instabilities 
of adolescence, unhappy or unsatisfactory home 
circumstances are found to have contributed to a 
considerable extent. Except in gross cases of faulty 
relationship between parents themselves, or between 
the parents and their children, it is not always easy 
to assess the actual nature or extent of family dis- 
agreement or disorder. There are, however, facts 
in relation to the home life which appear to have 
considerable bearing on the welfare of the children 
and which are more readily ascertained, notably 
the presence or absence of the child’s own parents in 
the home. The loss of one or both parents through 
death, desertion, separation, divorce, lengthy 
hospitalisation, or any other cause was found in 
these cases with sufficient frequency to warrant some 
record of its prevalence. 

In point of fact nearly 45 per cent. of the patients 
had suffered parental loss. In the majority one or 
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both parents had died, so that the child had lacked 
dual parental control or had come under the care 
of step-parent, housekeeper, grandparent, or other 
relative, or had been fostered, adopted, or placed in 
a home or institution. Cases of desertion, separa- 
tion, and divorce were numerous. In a number of 
cases a parent was an inmate of a mental hospital, 
in others the father was employed overseas. The 
series included 77 cases of young people of illegitimate 


birth. Owing to the varied use of the term ‘“ broken 
home” it is not easy to quote comparative figures 


from the publications of other investigators. In 
484 children of all ages recently investigated at the 
Liverpool Child Guidance Clinic by Dr. Frederick 
Hopkins and myself (1936), in which a similar defini- 
tion of the “ broken home” was used, 45 per cent. 
again showed a history of parental loss. 

General etiological factors.—In 14 per cent. of the 
cases the patients were ‘*‘ only children ” and this figure 
did not include 7-7 per cent. who were of illegitimate 
birth. In 22 per cent. the patient was the eldest 
and in 20-8 per cent. the youngest in the family, 
but the greatest number, 35-5 per cent., were found to 
belong to none of these groups but to the middle 
section of families of three or more children. There 
were 20 cases where the patient was one of twins, 
but no case in which both twins were brought for 
advice; 99 had been subject to court proceedings, 
of whom 73 had been placed on probation; 15 had 
been inmates of Home Office approved schools; 3 
had been to Borstal; 2 had served terms of imprison- 
ment ; 7 were mothers of illegitimate children ; and 
13 had attempted suicide. 


DIAGNOSIS 


After full investigation each case could be placed 
in one of six main groups according to the diagnosis 
arrived at. 

The largest group, comprising 33 per cent., was 
made up of those diagnosed as conduct disorders for 
which no mental, physical, intellectual, or purely 
nervous cause could be found. This must not be 
taken to indicate that the condition was not patho- 
logical, for in fact the disorders were found to be 
attributable to multiple causes in the personality 
make-up or in the environment, requiring special 
investigation and for which various recommendations 
were made. 

A further 31 per cent. were cases of psychoneurosis, 
a comprehensive term used to include those diagnosed 
or described as neurasthenia, psychasthenia, anxiety 
states, anxiety neurosis, anxiety hysteria, compulsion 
neurosis, conversion hysteria, and such conditions as 
stammering, enuresis, and masturbation. 

Mental deficiency was found in 16 per cent. This 
term cannot be taken to describe any well-defined 
clinical entity, since it covers a group liable to be 
dealt with under various sections of the Education 
and Mental Deficiency Acts, according to whether, in 
the case of children, they are incapable of receiving 
proper benefit in the ordinary elementary school, or, 
in the older persons, whether they require care, super- 
vision, and control for their own protection or for 
that of others. The high proportion of mental 
deficiency in this series is attributable not, as might 
be supposed, to the fact that on leaving school many 
defective children are virtually decertified—for 
comparatively few of the patients had attended a 
special M.D. school—but to the fact that in many 
areas such cases are incompletely or irregularly 
ascertained during their school days. It has been 
estimated that barely a fifth of the total cases of 
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mental deficiency are officially reported. In areas 
where no provision is made in the schools for such 
cases, or where provisions are inadequately utilised, 
the children are allowed on reaching school-leaving 
age to pass into the world as normal members of 
the community, where, failing to come up to normal 
standards in work and behaviour, they become the 
responsibility of social organisations and public 
authorities through whom specialised advice may 
then be sought. 

In 12 per cent. some organic disorder was found 
to which the symptoms were attributable. Chronic 
epidemic encephalitis and epilepsy were the commonest 
of these, there being 26 cases of each in the series. 
Organic lesions of the central nervous system and 
chorea accounted for a further number, and the 
remainder had disorders of other systems. In the 
light of these figures, the necessity for routine physical 


examination in cases referred for psychological 
investigation need hardly be stressed. 

A psychosis was diagnosed in 7 per cent. True 
psychotic conditions in children are rare under 


fifteen years of age but become commoner between 
fifteen and twenty years of age, the two common 
varieties being schizophrenia and manic-depressive 
psychosis. Schizophrenia has been considered to be 
more prevalent than manic-depressive psychosis in 
young people, but the two conditions were of nearly 
equal occurrence in this series, there being 33 of the 
former and 28 of the latter. Differential diagnosis 
is not always easy in the acute phases of a mental 
illness, and unless some attention is paid to the 
history of the patient’s temperamental pattern 
before the onset of the illness, it is not difficult to 
confuse the stuporose depression of the manic- 
depressive with the withdrawal from reality and 


emotional blunting characteristic of the schizo- 
phrene. There was one case of confusional insanity 


associated with a toxic condition and four cases 
which could not be classified. Cases of potential 
organic psychosis were grouped with the cases of 
organic disorder. 

Finally 1 per cent. were normal individuals seeking 
vocational or educational advice. 


PROGNOSIS 


Some attempt was made to assess the prognosis 
in each case. It is evident that personal experience 
and feeling rather than facts come into play in such 
an assessment. In only 29 per cent. was the prognosis 
considered to be favourable, while in 34 per cent. it 
was considered to be definitely unfavourable. In 
the remainder it was not found easy to make a decision 
in either direction. A study of follow-up records 
is providing interesting information, but the results 
do not yet warrant any expression of opinion about 
the possibility of accurate prognoses in these young 
people. 

TREATMENT 

In the practice of psychological medicine, treatment 
tends to fall into three main categories :— 

1. Active psychological treatment.—In the present 
series this was considered to be applicable in 33-3 per 
cent., although the proportion in which treatment 
was actually carried out was considerably lower 
than this because of lack of coéperation on the part 
of the patient or his parents or economic difficulties 
such as distance and hours of employment. 

2. Social adjustment involves some change in the 
home, school, training, or occupational environment 
which relieves the stress upon the patient and thus 
assists him in overcoming his nervous or behaviour 
symptoms. It is, as might be expected, particularly 
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applicable to the younger adolescents. In the present 
series 21-6 per cent. were considered to require this 
form of treatment. 


2 


3. Placement may take the form of voluntary 
placement in a home or training school, or may 
require some legal measure under the various Acts 
relating to mental disorder, mental deficiency, or 
unruly behaviour. In this series 26-8 per cent. 
were recommended for one of these forms of resi- 
dential treatment. 


Nervous and mental breakdown in young people 
is commonly attributable to attempts at adaptation 
to quite unsuitable occupations. In 6-2 per cent. 
of the present series a change in occupation was the 
sole recommendation made. A further 6-4 per cent. 
were considered to be in need of treatment along 
general medical lines, and in the remaining 5-5 per 
cent. no recommendation could be made. 


It is inevitable that a series of 1000 cases should 
include spectacular successes, of which the following 
are examples :— 


A girl of 12 was brought into the consulting-room 
in a flood of tears, protesting loudly ‘‘ I won’t see 
any more doctors. I hate doctors, They just send 
you into hospital and do nothing. Everywhere I’ve 
been they’ve half cured me and turned me out.” 
For three years she had been the round of the hos- 
pitals and convalescent homes, variously diagnosed 
as chorea, encephalitis, hysteria, and the like; she 
had a number of obsessions and a distressing com- 
pulsion to reiterate vulgar and obscene words and 
actions, These symptoms had prevented her from 
attending school, travelling on public vehicles, or 
associating with other children. After a few weeks 
of treatment she was back at school, her faith in 
the medical profession restored, and within a few 
months she was top of her class and a prizewinner. 
She has kept in touch at regular intervals and recently 
wrote to say that she was happy in her post as a clerk 
in a solicitor’s office, which she has held for two and 
a half years, and was quite a success as a Sunday 
school teacher. 

A boy of 16, in and out of the juvenile court for 
some years on charges of stealing money and 
appropriating motor-cars, was about to be committed 
to a Borstal institution when a considerate bench 
listened to the medical evidence brought before 
them and allowed the alternative suggestion of 
psychological treatment. The result was that the 
boy is now a well-behaved citizen who has not only 
held a responsible position as a costing clerk for two 
years with notable success but has developed into a 
useful member of his local football team. 

Another young fellow had been an inmate of a 
mental hospital on two occasions, had attempted 
suicide, and had served a term of imprisonment for 
forgery. He was completely wild and out of hand. 
Under treatment he gradually regained his self- 
respect and the respect of his relatives and friends 
and has since held a position of trust with a business 
firm over a number of years, 

These young people—a tradesman’s daughter and 
the sons of a clerk and bank manager—had this in 
common: all were of superior general intellectual 
development and in each case the parents were willing 
to coéperate in treatment by permitting the necessary 
visits and displaying a willingness to carry out any 
recommendations made. But what of the main 
bulk of the patients? In two-thirds of the cases 
psychological treatment as an active measure was 
not indicated. A large proportion of these were 
young people, mostly girls, of poor heredity, coming 
from homes that were unsatisfactory or vicious ; 
they were deficient in intellect or lacking in character 
development and likely to be completely and per- 
manently dependent upon the State or local authority. 
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In another group some social measure of a remedia 
nature was recommended. It is not always easy t: 
say how far such measures are instrumental in bring 
ing about the adjustment which quite often follows 
We do not always know whether spontaneou 
recovery would have taken place or whether a chang: 
of attitude on the part of a teacher or parent forme: 
the turning point; that this sometimes happens wi 
know, for the patient will state that since attending 
for advice things have been easier and pleasante: 
at home or at school, or a parent will say that the 
child has given no more trouble even though he may 
have been seen on one or two occasions only and 
no constructive treatment given. The parents hav« 
perhaps not realised that, from the moment they 
paused to interest themselves in the child and his 
problems and to seek advice, they automatically 
brought about the required alteration in their 
attitude towards that child. 

In those cases in which a course of treatment is 
recommended and undertaken, for the most part 
cases of psychoneurosis, the majority can be helped, 
in periods varying from a few weeks to several months, 
towards a state in which, free from their former 
fears and anxieties, happy and at ease in their minds, 
they become capable of holding their own with other 
young people, not only in the labour market but 
in the wider sphere of social activities. Many such 
adjustments appear to be permanent. 


FOLLOW-UP 


A follow-up of the cases diagnosed and treated, 
as well as those for which other recommendations 
were made, was considered to be one of the most 
important features of an investigation of this sort. 
With a view to obtaining a five-year after-history 
in as many cases as possible a method was instituted 
whereby cases could be followed up at intervals. 
Such a scheme was beset with difficulties in that the 
series included cases sent for investigation not only 
from Lancashire and Cheshire but from all parts of 
England and Wales. Sociological changes such as 
the eradication of slum areas, the rapid growth of 
new housing estates, or the tendency for young 
people or their families to move away from the 
depressed areas has made it difficult to trace even 
cases belonging to Liverpool and its neighbouring 
boroughs. 

Wherever possible the follow-up has been carried 
out by a specially trained worker, who has visited 
the patient’s home and interviewed either the patient 
or a close relative. Such a visit has sometimes 
resulted in attendance of the patient at a clinic for 
re-examination. In other cases information has been 
obtained through a social organisation or from some- 
one in close contact with the patient, as, for instance, 
from superintendents of mental hospitals, mental 
deficiency or other public institutions who have 
kindly supplied the required information. Occasionally 
where distance precluded a home visit, information 
has been obtained by letter from the patient or a 
close relative, and many patients have reported 
voluntarily or at thé instigation of their practitioners 
for re-examination from time to time. 


The three main facts inquired for in the follow-up 
were :— 


1. Mental, nervous, and physical state of the patient 
compared with his condition at the time of the initial 
examination. The results were grouped into one 
of the following five categories : complete recovery, 
= recovery, no change, deterioration, and 
death. 
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2. Situation as regards employment ; with a state- 
ment as to whether the patient was in regular employ- 
ment, and the nature of this employment; if 
irregularly employed or unemployed, the reason for 
this, special attention being paid to those patients 
who were unemployable. 


3. Place of residence.—Much interesting and 

informative material was supplied in response to this 
inquiry. Many had married and were in homes of 
their own, some had gone abroad or joined one of the 
Services. Others were resident in voluntary homes, 
approved schools, Borstal, prisons, sanatoria, mental 
hospitals, or other institutions, 
Although an after-history of one year or more 
has already been obtained in 52 per cent. of the 
cases, it has so far only been possible to obtain a 
complete five-year follow-up in 12 per cent Accord- 
ingly it is not at present proposed to make a detailed 
statement of the findings in this part of the inquiry. 
In the 120 cases in which the follow-up has already 
been completed, however, 40 per cent. had made a 
complete recovery, 24 per cent. a partial recovery, 
17 per cent. were unchanged, and 19 per cent. had 
deteriorated or died. 


CONCLUSIONS 


In a former article (Barton Hall 1934) on 120 cases 
of instability in adolescent boys, certain conclusions 
were arrived at. The present larger series, however, 
has made it possible to compare and contrast the 
findings in a wider range of cases. 

An analysis of the findings reveals considerable 
differences between the patients referred by medical 
practitioners and those referred from social or official 
sources. It would seem that two distinct categories 
of patients are being referred to psychiatrists for 
investigation at the present time: first, a category 
of persons handicapped by intellectual, mental, or 
moral infirmity, belonging to what has been called 
the “ social problem group,” and secondly, a category 
consisting of much more promising material. 

The “social problem group” includes cases in 
which preventive measures such as placement or 
close supervision is the best that can be recom- 
mended, and in which the outlook, apart from such 
measures, is for the most part unfavourable. Although 
much has been done within recent years to improve 
the facilities for investigating and dealing with such 
pases, even in the comparatively enlightened atmo- 
sphere of the Home Office schools, owing to the presence 
of undetected low-grade mental deficiency or physical 
illness such as chronic epidemic encephalitis, to 
quote only gross examples, young people are yet 
being provided with opportunities from which they 
are quite incapable of benefiting. On the other hand, 
there are others with superior ability who are being 
trained for menial occupations to which they are 
intellectually or temperamentally unsuited. 

In many such cases it has been found that young 
people have gone the round from rescue home to 
training home, from foster home to poor-law institu- 
tion, and have been tried in as many as twenty 
different situations, only, after years of repeated 
failure, to be identified as mental defectives, moral 
defectives, or as suffering from some physical dis- 
order, and as such suitable only for placement under 
guardianship or for institutional care. It is a sadder 
reflection, but one which is compelled by study of 
after-histories, that even in the face of recommenda- 
tions to the contrary, a vast amount of time, money, 
and energy has continued to be wasted in attempts to 
bolster up many of the young people in this series. 
Not only in the rural areas, where affairs move more 
slowly, but also in the urban districts, improvement 
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is urgently required: improvement not solely in 
recognition and ascertainment at an early age, or 
stage of disability, of those young people who may 
require special supervision or care on reaching school- 
leaving age, but in the provision of facilities of a 
preventive nature. It is not too much to say that 
in this way the delinquency figures, the illegitimate 
birth-rate, the spread of venereal disease, the marrying 
of persons unfit to bear or rear children, and the 
propagation of mental deficiency and other adverse 
traits might be checked, and the “social problem 
group,” which contributes so largely to the social 
evils of to-day, gradually stemmed at its source. 





Those included in the second category do not appear 
to be drawn from any special section of society but 
comprise a group that is more or less representative 
of the general community. Here the position would 
appear to be much more satisfactory. Not only have 
the facilities for the diagnosis and treatment of these 
more hopeful cases improved beyond all measure 
during recent years, but advice and assistance are 
now being sought early enough to allow of a favourable 
response to treatment. 
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MEDICINE AND THE LAW 


Hospital Nurses and Workmen’s Compensation 


Not long ago the county court judge at West 
Hartlepool! held that a nurse was entitled to com- 
pensation under the Workmen’s Compensation Act 
when she caught scarlet fever in the course of her 
work at a hospital for infectious diseases. This 
liability of hospital authorities as employers has been 
examined afresh in Wardell v. Kent County Council. 
Miss Wardell, a fully qualified hospital nurse, met 
with an accident in the course of her work. Under 
the instructions of the ward sister she was opening 
a tin of Antiphlogistine; there was an explosion 
while the tin was being heated and her face was 
injured. The county court judge at Maidstone had 
to decide whether the nurse was a “ workman.” 
Under Section 3 of the Act ‘“‘ workman,” subject to 
specified exceptions, means anyone who has entered 
into or works under a contract of service or apprentice- 
ship with an employer. The nurse, while employed 
as such, was subject to the rules and regulations of 
the hospital as regards times of sleeping, meals, and 
recreation. She was under the general control of the 
matron and, while in a ward, under the particular 
control of the ward sister. The judge held that she 
was not a ‘‘ workman ”’ because her contract did not 
include any right of control by the defendant county 
council; he thought there was no contract of service 
between the nurse and the county council; the 
contract was for services and not of service. His 
decision has now been overruled by a majority of 
two judges to one in the Court of Appeal. Lord 
Justice Greer, the dissentient judge, followed the line 
of decisions in such cases as Hillyer v. St. Bartholo- 
mew’s Hospital. A house surgeon performing surgical 
duties was not acting as the servant of the proprietors 
or governors of the hospital. The proprietors, in 
providing surgeons or nurses, were not providing 
them to perform acts of service on behalf of the 
proprietors. He conceded that a nurse might be 


1 See Lancet, 1938, 1, 286 and 687. 
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engaged in a dual capacity ; she might be appointed 
to do work which was outside any contract of service 
and she might also be appointed to do administrative 
work which she did as a servant of the proprietors of 
the hospital. Then came an observation of great 
importance to hospitals as well as to the nursing 
profession. ‘‘ When she is doing her work as a nurse, 
the proprietors of a hospital are, in my judgment, 
neither liable to persons injured by her negligent 
acts nor liable to her under the Workmen’s Com- 
pensation Acts for injuries received while acting as a 
nurse. So soon as a nurse or sister goes to her ward 
and starts nursing duties, she passes from the territory 
in which she is serving her employer under a contract 
of service into the territory in which she is engaged 
to give her services as a skilled nurse for the benefit 
of the hospital patients.” 

Lord Justice Slesser (with whom Lord Justice 
MacKinnon agreed) took the opposite view. The 
evidence showed that, in their administrative duties, 
the nurses were under the complete control of the 
matron or sister. Miss Wardell was at all times 
under obedience to the county council, though the 
hospital authority might choose from time to time the 
person whose orders she had to obey. If she had 
been injured in the course of her administrative 
duties—e.g., through the bursting of a hot-water 
bottle when she was placing it in a patient’s bed on 
a cold night (“‘ an operation quite distinct from any 
curative act’’)—she would certainly be entitled to 
compensation under the Act. Did it make any 
difference if the accident occurred when she was, 
under the directions of the sister or the doctor, 
placing the hot-water bottle on the patient’s body in 
a curative capacity ? If this majority decision should 
not be disturbed on an appeal, hospital authorities 
must, it seems, take notice of it and see that they 
are insured against risks of this kind. 





SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


SURGICAL RESEARCH AT EDINBURGH 


In the presence of Lord Tweedsmuir, the newly 
installed chancellor of the University of Edinburgh, 
Mr. Walter Elliot, Minister of Health, opened the 
extended surgical research laboratories in Edinburgh 
last week. Mr. Elliot said that there had been times 
when the laboratory and the bedside workers had 
proceeded on divergent lines but he thought that it 
was now realised that progress could only take place 
when all forms of observation and experiment were 
directed towards one object, and when the inter- 
dependence of the clinical and laboratory aspects was 
appreciated. That was what the Edinburgh school 
of surgeons, now under the inspiration of Sir David 
Wilkie, had developed. He referred to the fortnightly 
meetings of the staff at which communications on 
clinical and experimental subjects were made and 
discussed. The pooling of experience and ideas marked 
a complete change from the individualistic attitude 
that had been so often adopted in the past. They had 
an enormous amount of work to do and he looked to 
Sir David Wilkie and his fellow workers in the new 
laboratory to get on with it. 

After the opening ceremony the department was 
inspected. The work being done was shown by the 
various workers; it included exhibitions of histo- 
logical technique and medical artistry, and demon- 
strations of the pathology of renal tumours, of carci- 
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noma of the rectum and of the stomach, and « 
experiments on nephritis and on the action of drugs « 
the uterus; to physiology a whole floor has bee 
devoted and the equipment of the operating theatr« 
kymograph rooms, and animal houses is of the mo 
modern type. 


TRIBUTE TO SIR ROBERT PHILIP 


At the meeting of the International Council « 
Women in Edinburgh last week tribute was paid 1 
Sir Robert Philip and his work on tuberculosis b 
Dr. Skokowsaka-Rudolf of Poland, vice-secretary 
general of the International Union against Tube 
culosis, who said that Sir Robert was highly venerated 
among medical men in Poland. Since his methods, 
known as the Edinburgh system, had been adopted in 
Poland there had been a steady decline in the tuber 
culosis mortality-rate which in 1915 had been th 
highest in the world. Whereas before the war ther« 
had been two or three dispensaries there were now 
over five hundred. 


DIPHTHERIA IN PAISLEY 


Dr. G. V. T. MeMichael, medical officer of health for 
Paisley, comments in his report for 1937 on the 
increased incidence and severity of diphtheria. During 
the year 440 cases were notified with a case-mortality 
of 5-9 per cent. compared with a yearly average 
incidence of 191 and a case-mortality of 4-7 per cent. 
over the previous eighteen years. In view of the 
established fact that immunity can be produced it 
is, he says, a pity that it has not been possible to 
undertake immunisation in Paisley because the time 
of the medical staff has been too fully occupied. Most 
progressive local authorities offered free immunisation 
to susceptible children. 





PARIS 


(FROM OUR OWN CORRESPONDENT) 


COMPULSORY VACCINATION AGAINST DIPHTHERIA 


THE sustained propaganda in medical circles 
on behalf of compulsory inoculation against diphtheria 
with Ramon’s anatoxin culminated in June with the 
passage through the Senate of a law in favour of this 
measure. The new law is framed so as to fit into the 
Act of February, 1902, concerning public health 
measures. According to the new law, parents or 
custodians will be held responsible for seeing that 
children are inoculated with anatoxin during their 
second or third year of life. Evidence of such 
inoculation must be supplied on behalf of any child 
seeking admission to a school, holiday camp, or other 
group. During the first year in which the new law 
is in force, all children under 14 who go to school 
must be inoculated if not already protected against 
diphtheria, 

THE BUDGET OF PUBLIC HEALTH 


A prodigious effort will have to be made if the 
health activities of several other departments are 
to be weeded out of them and transplanted to the 
Ministry of Public Health to which they now rightly 
belong. It has recently been calculated by Prof. 
G. Ichok, of the Statistical Institute of the University 
of Paris, that the health budgets of the other 
Ministries tot up to a total six times as big as that of 
the Ministry of Public Health itself. In the nation’s 


budget for 1938 the sum earmarked for public health 
is only 26-8 per 1000 of the total, many of the other 
departments, including those of public works, navy, 
education, 


and national being more generously 
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treated. Indeed, the sum with which the Ministry 
of Public Health is credited is only one milliard and 
a half (frs. 1,467,189,690). During the past five 
years the moneys allocated to tuberculosis and the 
venereal diseases have decreased rather than increased, 
in spite of the crying needs of these two groups of 
infectious diseases. It is hoped, however, that as the 
coffers of the national health insurance scheme fill, 
some of their overflow will be diverted to the health 
campaign. 
THE HEALTH ACTIVITIES OF THE POLICE 

The prefect of police in Paris is to some extent 
responsible not only for the behaviour but also for 
the health of prostitutes. In a moment of retro- 
spective frankness, Dr. Léon Bizard has recorded 
his impressions of this service during the ten years 
since he took charge of the Dispensaire de Salubrité 
of the prefecture in 1928. At the beginning of 1928 
prostitutes underwent a medical examination only 
once a fortnight, and on certain days the congestion 
was so great that the medical examination degenerated 
into a march past. The outfit of the dispensary 
included a microscope kept safely under lock and 
key, and certain instruments whose rusty condition 
bespoke the leisure they enjoyed. During the follow- 
ing ten years Dr. Bizard bestirred himself in many 
ways, one ef which was to make every prostitute 
undergo a Wassermann test every three months— 
a measure which depended on no official regulation 
and was at first denounced as revolutionary. It was 
found that in certain brothels some 30 per cent. 
of the prostitutes gave a positive Wassermann 
reaction, and that most of these positive reactors 
had discontinued whatever treatment had been 
instituted. Dr. Bizard’s disclosures will hardly 
strengthen the faith of the medical profession in the 
efficacy of the regulation of prostitution in Paris. 





PROBLEMS OF WORKMEN’S 
COMPENSATION 


THE announcement by the Prime Minister that a 
Royal Commission is to be appointed to inquire into 
the present system of workmen’s compensation will 
be welcomed, especially by those medical men who 
have the difficult and often ungrateful task of assessing 
disability or of giving expert evidence in the courts. 
We discussed a few months ago! the report of 
the Departmental Committee on Certain Questions 
arising out of Workmen’s Compensation ; the subjects 
on which this committee made recommendations 
will doubtless come under further review. The more 
urgent of the problems requiring discussion and 
adjustment include the following :— 


Right of appeal.—This is a long overdue reform, 
The departmental committee recommended the right 
of appeal from the medical referee’s decision to 
a medical tribunal composed of two practitioners and 
a specialist, Many will agree that such a tribunal 
would be preferable to a county court, but its con- 
stitution might still not be ideal for its purpose. 
The difficulty would be to find medical men who 
combine a knowledge of injuries and their effects 
with a knowledge of working conditions in a particular 
industry and of the extent to which capacity for 
special work is likely to be impaired. Possibly the 
addition to the personnel of the tribunal of a layman 
in close touch with the branch of the industry 
concerned would help to ensure a fair verdict. 


4 Lancet, 1938, 1, 511. 
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Payment for treatment.—Whether employers (or 
their insurance companies) should be compelled to 
pay for the treatment of the injured workman 
is a moot question. This provision implies some 
measure of control over the treatment given and 
under certain conditions such control may be detri- 
mental rather than beneficial to the workman, 

Amount paid in workmen’s compensation.—The 
compensation paid at the present time is inadequate 
for the needs of a man with a family living in an 
urban district. Under-nourishment prevails among 
men whose disability or incapacity for work has 
been prolonged and undoubtedly helps to delay their 
recovery. In this connexion it is of interest that the 
Seamen’s Hospital Society have decided to supply 
food to out-patients suffering from fractures. If the 
total amount of weekly compensation cannot be 
increased something might be achieved by a family 
allowance. <As long as the amount paid for work- 
men’s compensation is in excess of that paid for 
national health benefit the workman is tempted to 
attribute his disability to injury. He is the more 
likely to do this in good faith because almost every 
patient subconsciously associates pains with trauma. 
At present workmen’s compensation is paid for all 
kinds of conditions, such as lumbago and hernia, 
which are seldom directly attributable to injury. 

Compulsory treatment would probably not be 
acceptable in this country. But it could at least be 
made incumbent on local authorities or insurance 
companies to see that facilities for rehabilitation of 
the injured workman are available, and possibly an 
extra allowance might be paid in order to enable 
him to attend a centre for this purpose. It has been 
aptly said that the need is not so much for a Work- 
men’s Compensation Act as for a Workmen’s 
Restoration Act. 

Compulsory insurance is in force in almost every 
country except Great Britain, Eire, Belgium, Argen- 
tina, and India, and some form of compulsory 
insurance is certainly desirable in this country. The 
question remains how it can best be worked. No one 
would wish to risk a repetition of the hardship inflicted 
on injured workmen by the failure and collapse 
after the war of some big self-insuring concerns, 
including colliery and shipping companies. But if 
compulsory insurance comes, some legislative control 
of cost and profits is desirable. Home Office statistics 
for the ten years 1924-33 show that only 56 per 
cent, of the money contributed in premiums was 
actually spent in benefit to the injured workman ; 
the remaining 44 per cent. was swallowed up in 
overhead charges, commissions, and profits. One or 
two companies have announced that by carrying 
their own insurance they are able to save so much in 
premiums as to be able to establish schemes for 
accident prevention, the provision of ambulances, 
and general medical supervision, and that improved 
working conditions for the employees and valuable 
goodwill have thus been achieved free of cost. The 
question arises as to whether, if insurance becomes 
compulsory, it should be carried by private companies 
or by the State. It is often argued that it would be 
more expensive if carried by the State, but this has 
not always been the experience in other countries. 
It has been calculated that the cost of State adminis- 
tration of insurance can be as little as 15 per cent. 
—i.e., less than half the amount generally allowed for 
administration in this country. 

Lump-sum compensation.—The departmental com- 
mittee made no reference to the results of inquiries 
on this subject, to which attention was drawn in 
our correspondence columns (March 5th, p. 576). 
These records should not escape the attention of 
the Commissioners, 

We may hope that the members of the Royal 
Commission will include medical men who have made 
a special study of the conditions under which the 
injured workman returns to work and of the particular 
disabilities which prevent a man from returning to 
his pre-accident job. 
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NATIONAL HEALTH INSURANCE IN 
IRELAND 


(FROM OUR DUBLIN CORRESPONDENT) 


For some time past the demand for development 
or improvement in the national health insurance 
system has been becoming more insistent. Medical 
benefit has never been part of the system in Ireland 
except during the last few years in Northern Ireland. 
The only statutory benefits were those for sickness, 
for disablement, for maternity, and for marriage. 

Before the unification of the approved societies, 
which took place some five years ago, a number of 
the stronger approved societies were able to give some 
extra benefits, of which dental benefit was the most 
popular. The present unified society is unable to 
_give any extra benefits, and its inability to continue 
benefits to which some members had become 
accustomed has given rise to discontent. Taking a 
wider view, it is recognised that a national health 
insurance system that does nothing for either 
prevention or cure of disease beyond making some 
cash payments is not in reality health insurance. 
On three since the establishment of the 
system in 1912 committees of inquiry or other com- 
missions appointed by Government have recom- 
mended extensions of the health insurance system 
to include at least medical treatment. With the 
increasing developments of various forms of social 
insurance in recent years many recognise that a 
mere inclusion of medical treatment would be 
inadequate and that the various forms of insurance 
health, workmen’s compensation, unemployment— 
require coérdination. 

The whole subject was brought before the public 


occasions 


recently by the chairman of the committee of 
management of the National Health Insurance 
Society, the Most Rev. Dr. Dignan, Bishop of 


Clonfert. He cleared away many misunderstandings 
by a clear statement of the powers of the committee 
and of the legal limitations which prevent its doing 
much that it would like to do. He quoted figures 
showing the changes that have taken place between 
1932, the last year when the 65 independent approved 
societies were working, and 1937. The membership 
has increased by 114,000. Income has increased by 
£59,000, and expenditure decreased by £33,000. 
Expenditure on sickness benefit has fallen by £43,000 
but that on disablement benefit has risen by £33,000. 
The assets of the society have increased by £699,000. 
He proceeded to criticise the actuarial basis on which 
the system is founded, suggesting that it is a matter 
for consideration whether the actuarial requirements 
are not unnecessarily exacting. The committee, said 
the Bishop, has already represented to the Minister 
that in its considered opinion a radical and funda- 
mental change is needed in national health insurance 


and that a comprehensive review of medical and 
other social services in Ireland is required with a 
view to their coérdination. This task is one for 


experts, and the Minister had been requested to set 
up a committee of experts to suggest a scheme or 
schemes suitable for Ireland. Such a committee 
should contain experts with knowledge of the schemes 
in force in other countries, and study should not be 
confined to the British schemes. Among the points 
to be considered should be: (1) the financial basis, 
whether it should be the present actuarial basis or 
an assessment over a number of years or an income 
and expenditure basis; (2) the rates of benefit, 
whether on the present fixed basis or in some relation 
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to the contributions paid or both contributions a1 


benefits in some relation to wages; (3) the incon 
limit, whether it should be extended and a class 
voluntary insured added; (4) statutory benefit 
whether the list should be increased; and (5) tl 
relation of the law of national health insurance to t] 
law of workmen’s compensation. 

The chairman closed by an appeal to the office 
of the society and to the medical certifiers to coéperat 
in the duty of protecting the funds of the societ 
from misuse. They should remember that the societ 
was not a charitable organisation but a servic 
controlled by law, and that they must harden thei 
hearts against appeals on the grounds of hardship o 
poverty. There might be people who were ver 
deserving objects of charity, who were not entitled 
to benefits. 

It is satisfactory to find that the committee and 
its chairman are alive to the inadequacy of the present 
system of national health insurance in Ireland 
and are pressing the Minister to take steps toward 
devising a more efficient and comprehensive scheme. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JULY 16TH, 1938 

Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 1740; diphtheria, 1075; enteric fever, 
26 (54 “expected ’’); pneumonia (primary o1 
influenzal), 528; puerperal pyrexia, 201; cerebro- 
spinal fever, 20; acute poliomyelitis, 8; acute 
polio-encephalitis, 1; encephalitis lethargica, 3 ; 
dysentery, 39; ophthalmia neonatorum, 94. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on July 22nd was 3225, which included : Scarlet 
fever, 742; diphtheria, 948 (carriers 45); measles, 385 ; 
whooping-cough, 264; puerperal fever, 8 mothers (plus 5 
babies); encephalitis lethargica, 279; poliomyelitis, 1. At 
St. Margaret’s Hospital there were 27 babies (plus 12 mothers) 
with ophthalmia neonatorum. 

Deaths.—In 126 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 5 (1) from measles, 3 (0) from scarlet fever, 
6 (2) from whooping-cough, 26 (3) from diphtheria, 
61 (17) from diarrhoea and enteritis under two years, 
and 23 (1) from influenza. The figures in parentheses 
are those for London itself. 

Hull and Swindon each reported a death from enteric fever 
Hull had 2 deaths from whooping-cough. Fatal cases of 
diphtheria were reported from 14 great towns: 5 from Liver- 
pool, 3 from South Shields. Birmingham reported 11 deaths 
from diarrhcea, Manchester 3, no other great town more than 2 


The number of stillbirths notified during the week 
was 254 (corresponding to a rate of 35 per 1000 total 
births), including 32 in London. 


THE LANCET 100 YEARS AGO 


July 28th, 1838, p. 630. 
From a leading article. 


In the medical evidence lately given before the Poor- 
Law Committee, it was shown that the appointment of a 
Medical Guardian in every Union, and a Medical Com- 
missioner in London, would be . . . useful to the entire 
community. The Medical Guardian would advise 
the Guardians in any case requiring medical skill, and, 
from the reports of the medical officers, draw up an annual 
sanatory report, to be submitted to the Guardians, and to 
the Medical Commissioner, who would condense the results 
deducible from all the Union returns, into one general 
Report, to be laid every year before Parliament. The 
influence which the knowledge collected in this manner 
would have upon the health, and life, and happiness of the 
working classes, can scarcely be imagined ... 
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_GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occwpations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM AN AURAL SURGEON 
V 


SMALL surgery needs much greater knowledge and 
experience than does the big. It must be easier to 
learn how to cut out a stomach than how to be sure 
a certain pair of tonsils should come out. Once 
upon a time there was a physician who did not think 
much of one of his surgical colleagues because he 
would never do anything big. The truth of the 
matter was that the surgeon was too good to advise it. 
He would do it if need be, but would not be driven 
into great surgery against his judgment by physicians. 
In the meantime he gave his life to the hospital, 
attending four times weekly, and every day during 
his ‘“take-in’’ in accordance with his standing 


orders. And in that quarter of a century he did good 
routine work; taught the students, and went 


systematically every three months over the elements 
of hernia and all those other things with which every 
medical man should have a bowing acquaintance. 


- * x * 


From Lister to the Great War surgery developed 
anatomically ; one part of the body after another 
was tackled and every part sooner or later with some 
success. By means of special techniques this 
anatomical sequence is being finally worked through 
to-day. It is, I think, correct to say that there is 
no part of the body that is not accessible to the 
surgeon’s knife. During the war great advances 
were made physiologically in the prevention and 
treatment of shock and collapse, so that we learnt 
just how much of the human body could be blown 
away and leave a man alive. Thereby was learnt 
just how much could be removed. That, again, is 
now, in all probability, fully worked out. What 
then of the future? It is in the small surgery that 
we must advance. We want not only to know what 
we can do but what is the minimum that we must do. 
It is here that specialisation must hold its own. Let 
us take acute mastoid disease. In the days when this 

yas in the hands of general surgeons immediate 
death alone was under consideration. To-day the 
special surgeon considers also life. He is not content 
to keep the patient alive ; he aims also to leave him 
safe for the future, and to retain for him his full 
functions. There are still some people who believe 
a mastoid operation is well done if the wound has 
healed, though the ear is still discharging. To the 
aurist it is the hearing that matters find the freedom 
from discharge. Besides these he considers a delay 
in the healing of the wound to be a minor ailment. 
It is possible that when they operate upon acute 
mastoids general surgeons may have as many patients 
living after a year as the specialist surgeon. But 
will they have as many with a dry ear and normal 
hearing ? 

* * * 


Just after the war a young general surgeon who 
had once been a pupil of mine laughed at me 
because in our department there were so few opera- 
tions to be done and they offered so little variety. 
Variety ! He had not begun to know what variety is. 
I wonder whether he has by now. That of the acute 
mastoid is a thing of beauty like the motion of wind 
over green corn. No two cases are the same in the 


indications to operate, in the explazation of the 
symptoms found, in the condition of the osseous tissue, 
or in the extent and direction of the spread of disease. 
When you have been at it for ten years you begin 
to think you know something of it, when you have 
been at it twenty you know you do not; but the 
quest is so exciting that still you try. To decide 
upon the quantity of the bone to be removed is the 
first criterion of success. Experience, which includes 
observation, alone can tell you this. The quality 
of the bone work comes next. Only the artist is 
great at this and he must study hard to attain his 
skill. The young house surgeon doing his first opera- 
tion may show signs of it ; the most experienced with 
all his trying may show himself but a craftsman. 
While the industrious craftsman may do good work 
over many years, the artist will fail if he is not 
industrious. <A facile brilliancy leads him to believe 
he can do all things well; and he never learns that 
he does nothing perfectly. 
* x * 

It is probably the same with other forms of specialist 
surgery. The general surgeon may be as good as the 
orthopedist when it comes to excising a hip; but is 
he as good at hammer toes ? Can he as well deal with 
all those minor disorders of the feet the proper treat- 
ment of which keeps our army of the employed upon 
the march ? 

In some ways surgery is harder than it was. What 
would in the past have been a complication may 
be called a tragedy to-day. We have the advantage 
of having learnt by our predecessors’ failures, but we 
have also the responsibility of seeing they are not 
repeated. It must have been exciting when all those 
operations were developing. Each man was vying 
with the other to do a bit better and this often meant 
doing a bit more. Now things are stereotyped. One 
cannot deviate a hair’s breadth from the forms laid 
down. One is expected to do all that is in the books. 
It requires much courage to-day todo less. It requires 
most to do no operation at all. 

* * - 


There is not only the question of how to do the 
mastoid operation, but also the before and the after. 
The before includes not only whether to do it, but 
also when: the right moment between the periods of 
invasion and recovery, between the processes of 
destruction and repair. 

In the period after the operation success depends 
upon the extent to which the aurist has widened 
his range of view. The aural surgeon must use an 
aseptic technique in his operation; but he still 
needs an antiseptic one after, as he must keep his 
infected wound open for a fortnight. He has to 
follow the principles of the dermatologist in his 
care of the meatus, and of tke nursing of acute 
infectious diseases in that of the nasopharynx. 
Hygiene, with all that it means, is a vital necessity 
and the final recovery will need a consideration of 
physiotherapeutic methods. The aural surgeon must 
be widely general in his methods if he is to get any- 
where near that 100 per cent. of dry ears with normal 
hearing at which we should all aim to-day. 

* * * 


rhou shalt set thine house of defence very high ” 
sang the Psalmist, and Smithers used to teach us 


er 
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that we must always have an ideal. “ But you 
must never reach it” he hastily would add, “for 
when you find yourself in sight of it you must put it 
farther away.” 

This is an important principle; and by a minute 
attention to detail it is possible to steer a case through 
to success that would otherwise have proved a 
failure. It is easy to get a dry ear and normal 
hearing in X per cent. of cases, a little care will give 
X + Y per cent., a minute attention will give 
X + Y + Z. It must be our aim to make the 
difference between that and 100 reach the vanishing 
point. An ill-ventilated room will make one case 
go wrong, a fresh infection will spoil another, so that 
weakness on one occasion in allowing a child with 
a cold to visit the patient may ruin a month’s hard 
work. On the positive side an early assumption of 
the erect position, a slight attention to the nose, a 
diet that compels the patient to use his jaws may each 
enable another case to become a success. Some 
early moderate exercise, such as skipping, may turn 
another in the right direction. It is to be noticed 
that each of these is but a little thing, and they are 
all little things that are usually left to the nurse or 
relatives. Yet the surgeon alone can guide them, 
and it is his reputation that suffers by any failure. 
He cannot blame the nurse after the event. He 
must warn her, teach her, and inspire her with 
the same height of ideal as he has. Let it be 
said of the nursing profession that there are but 
few who will not rise to it. They like to work 


under a man who expects his smallest instruction to , 


be carried out. 


REX v. BOURNE 
To the Editor of Tue LANCET 


Str.—There has been so much discussion in the 
lay press on the different aspects of my recent prose- 
cution that, for the first time, I should like to make 
some points clear to my fellow members of the 
profession, through your columns, 

Before this case was brought before the courts it 
is a fact that, despite what has been said to the 
contrary, the question of even therapeutic abortion 
has been a source of great anxiety to doctors, chiefly 
those in general practice. Uncertainty exists because 
it is so difficult to define what constitutes an indication 
for the operation. We all know that there are many 
vague and almost indefinable conditions which, as 
serious danger to health though not to life, are much 
more important than many straight cases of heart 
or chest disease. The latter often suffer little or no 
real depreciation of health, and they carry the label 
of a named disease which is readily accepted by 
laymen; the former class, by reason of the lack of 
concise clinical definition, may not be readily con- 
vincing cases in any subsequent legal investigation. 
These patients form the real problem. It is com- 
paratively simple for the consultant obStetrician 
behind his defence of special knowledge and experi- 
ence, particularly in large centres, to induce abortion, 
but it is a very different problem for the general 
practitioner in a small town or country district. 
Between the pressure exerted on him by the patient 
and her husband on the one hand, and the justifiable 
fear of misinterpretation of his action by gossips 
(or even the police) on the other, his position can be 
very difficult. 

For years I have been impressed by this difficulty 


__ CORRESPONDENCE _ 


To-day the patient that does not come to operati: 
forms the aural surgeon’s most important charg 
In the surgery of the future cure without operati: 
must take first place. There is much joy in feeli: 
that as a result of one’s operation someone is sa! 
for the future, is able to take full advantage of h 
education, or is unhampered in the earning of h« 
living; but the greatest joy will come from th 
hundreds that have been got well without operatio 
and without their ever getting to the stage wher 
life may be endangered in the future or functio 
damaged now and for ever. One feels an acute jo: 
at the sight of a young man or woman, fit and well, 
who would not be alive were it not for one’s skill 
and judgment many years ago; but preventiv: 
surgery gives a quiet joy that is just as great. Such 
is the aural surgery of the future, to coax every case 
of acute otitis media to get well before it becomes 
chronic. Thus will pass all the radical mastoid 
operations and all the so-called conservative ones. 
Gone will be the constant risk to life that makes 
insurance companies refuse such persons. Gone 
will be the failure to take advantage of education 
through hardness of hearing and the impairment 
of the power to earn a living. 

* * * 
We return to Ma Bullen’s precept: “ A little thing 


is a little thing, but faithfulness in a little thing is 
a very great thing.” 


*,* This concludes the five articles by An Aural 
Surgeon. Next month Another Reader will be responsible 
for these columns.—ED. L. 








and decided to bring forward a test case, when the 
opportunity arrived, in which there would be no real 
danger to life (except suicide, which is occasionally 
committed by girl patients) but in which one might 
very strongly suspect great danger to health. I was 
also concerned to establish in the eyes of the Law 
that mental health was just as important as physical 
health, and in certain cases perhaps even more so. 
This does not mean that I regard abortion as neces- 
sary in most cases of insanity. I am informed by my 
colleagues practising psychiatry that the operation 
plays little or no part as a treatment or prophylaxis 
of most forms of insanity. I also wish to state once 
again that I did not bring the case forward as an 
attempt to alter the law by direct action, but to obtain 
a further definition of the present law. 

The Attorney-General admitted that abortion is 
legally recognised when life is in danger. Now we 
know that it is also admitted where there is serious 
danger to health. Much emphasis must be placed on 
the word “serious.”” I would not have it be believed 
that I have worked for a loose interpretation of a 
law, which I have observed myself, perhaps too 
rigidly. Nevertheless I cannot help feeling that the 
majority of the profession would feel that they are on 
safer ground if the precedent just established were 
incorporated in a new Act, passed in days when much 
more knowledge of medicine, surgery, and psychology 
is available than was the case in 1861. 

I am, Sir, yours faithfully, 
London, W., July 26th. ALECK BOURNE. 


ABORTION AND THE LAW 


To the Editor of THE LANCET 


Sir,—There can, I presume, be no _ hesitation 
about the congratulations due to Mr. Bourne on his 
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acquittal on a charge arising in consequence of his 
compassionate service to the victim of a terrible 
cruelty. But I find it difficult to understand the 
jubilation which has been widely felt about what has 
been called a new interpretation of the Act, because 
it seems to me that the real issue stands in a more 
obseure state than before. Is it not obvious that 
there are many cases in which the carrying of a 
pregnancy to term would involve a greater risk of 
injury to health, in the form of mental or nervous 
shock or acute distress, than this case probably 
presented ? Poverty, illegitimacy, the unwanted child 
of a drunken or dissolute husband, inheritable disease, 
and many other contingencies could be cited which 
were certainly not intended to be covered by the 
exemption established by the law in the case of 
“danger to life.” The decision in Mr. Bourne’s case 
seems to offer no safeguard to an obstetric surgeon 
operating in any such circumstances for a fee and 
apart from a public institution. The law must be 
amended in an open and straightforward way to 
meet the demands of justice and humanity ; there is 
no satisfactory evasion of the important problem 
which has to be solved. This and the cognate problem 
of euthanasia ought to be faced frankly in the interest 
of a large number of sufferers who have a right to the 
relief which the community withholds from them. 
. I am, Sir, yours faithfully, 
Fleet, Hants, July 26th. F. TaLpor. 


THE CURRICULUM 
To the Editor of TuE LANCET 


Srr,—Recent conferences which have been con- 
sidering the training of medical students and also 
correspondence in your columns dealing with final 
examinations suggest that there is no general agree- 
ment on these subjects. 

I rather think that there is some confusion of 
principles in these matters. In other words must we 
insist on producing men equally versed in both the 
science and art of medicine, or is it possible and 
advisable to separate these branches? Once this 
question is decided the question of what is adequate 
and proper training follows. If both are considered 
necessary, training cannot be too wide or too rigorous, 
But if it is proper and reasonable to make a distinction 
between them, two very different sorts of education 
and training appear to be indicated. 

At the moment there is very strong pressure on all 
students to take an honours degree. Now examinations 
for such degrees insist rightly on the widest possible 
scientific knowledge and of detailed technique in 
a multitude of directions. I believe that this type 
of training and these demands are not suitable for 
the man who is attracted to medicine as an art, and 
who often makes a very good physician and surgeon. 
This type wants a good knowledge of the humanities 
and of human nature as well as a wide training in 
clinical medicine and a thoroughly critical attitude. 
It does not matter if he is unable to estimate phos- 
phatase in the blood or even realise its importance. 
Above all he wants teaching by a man who besides 
being of wide general learning is an enthusiastic 
teacher by inclination and who can survey a 
wide ground in a broad general way and induce 
an appreciation of the broad general principles of 
science. 

After all it is quite possible for a reasonably edu- 
cated man to grasp broadly the general principles 
involved in modern views on the atom. It is, for this 
purpose, quite unnecessary for him to be able to 
understand and work out the mathematics involved. 
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Is there, therefore, anything to say for the view of 
separating the art and science of medicine in relation 
to training and examination ? 
I am, Sir, yours faithfully, 
Plymouth, July 23rd. Eric WORDLEY. 


ACUTE APPENDICITIS TREATED BY 
OPERATION 


To the Editor of Tue LANCET 


Str,—May I comment on Mr. C. C. Holman’s 
paper on “‘ Acute appendicitis treated by operation ” 
in your issue of July 16th ? 

In making a diagnosis and planning our treatment 
of appendicitis we must always keep in mind the 
pathological changes. It is important for both the 
pathologist and the clinician to differentiate between 
simple appendicitis—with inflammatory changes 
localised in the mucosa only—and destructive lesions. 
The latter can be suppurative and gangrenous, with 
corresponding intramural changes in the appendix. 
These are sometimes followed by perforation with 
abscess-formation when it is shut off and diffuse 
peritonitis when it is not. The fate of the patient 
does not depend only on his age and the duration of 
illness before operation, but is determined in the first 
place by the nature and character of the pathological 
changes present. It would be of great value if this 
important factor could be elucidated on Mr. Holman’s 
material. The 1200 cases classified in groups accord- 
ing to the changes present would of course show a 
quite different mortality in each group. This would 
give a clearer and more informative picture than a 
general mortality-rate, which makes no allowance for 
the pathological conditions. 

It would be interesting to know how often a 
macroscopically and histologically normal appendix 
was present. There is no doubt that in all parts of 
the world normal appendices are sometimes removed 
on a presumed diagnosis of appendicitis. We must 
have the sincerity to speak about this question and 
to know the incidence of these cases. No data are 
available relating to the complications and mortality 
connected with the removal of the non-inflamed 
appendix. It is very important to know these data, 
especially for the general practitioner, as we meet 
cases of appendicitis without fever, without increased 
pulse-rate, without leucocytosis, and even without 
sensitivity on pressure about any part of the abdomen. 
In these cases the intractable pain in the right side 
of the abdomen is the only sign suggesting appendicitis. 

Further study of these questions seems to be the 
more desirable as according to Abell! the mortality 
from this disease in the United States has increased 
from 11,000 in 1920 to more than 20,000 at the 
present time. 

I am, Sir, yours faithfully, 
EUGENE ROSENTHAL, 
July 20th. Lecturer to the Royal University, Budapest. 


CHEMOTHERAPY OF PNEUMONIA 
To the Editor of THE *LANCET 


Sir,—I have lately had the opportunity of treating 
a case of pneumonia with the new sulphanilamide 
derivative known as M. & B. 693. 

The patient, a business man aged 57, was subject 
to bronchitis until ten years ago. About four months 
before his present illness he had symptoms of myo- 
cardial overstrain for which he was ordered a period 
of prolonged rest by a cardiologist. 


1 Abell, I., J. Amer. med. Ass. 1937, 109, 1241. 
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On June 10th he developed an acute pleurisy at the 
base of the right lung, and the temperature rose to 
102° F. The cough was frequent with expectoration 
of bright red blood, later becoming “ prune juice - 
in appearance, On June 12th the physical signs were 
those of consolidation of the lower lobe of the right 
lung and acute bronchitis of the left. The patient 
was already desperately ill, toxazmic, and delirious. 
He had the most severe cyanosis which I have ever 
seen, being a deep purple colour. The sputum showed 
streptococci and pneumococci Type II. 

On June 14th M. & B. 693 was given and 
7 grammes taken within 24 hours, after which the 
drug had to be stopped because vomiting intervened. 
By this time the temperature had fallen from 102° 
to 99-6° F., with a corresponding reduction in respira- 
tion and pulse-rate and general improvement. 
As the temperature rose again the drug was recom- 
menced two days later,on June 17th,and 16 g. was 
given in doses of | g. four-hourly. It was stopped 
on June 20th because the general condition of the 
patient had greatly improved, the cyanosis was 
subsiding, and physical signs were rapidly disappearing. 
A low-grade toxic condition remained for a further 
week, with mental ‘“ cloudiness,” irritability, and 
slight evening elevation of temperature. The 
remainder of the convalescence was uneventful and 
the recovery is complete. 


It is impossible in general practice to have a series 
of cases from which to draw conclusions and one can 
only record impressions—guarded by the scepticism 
induced by over thirty years’ experience. The 
following points have impressed me: (1) this man 
was not a good risk, as his previous history showed ; 
(2) his illness was desperate and I expected him to 
die; (3) he improved rapidly on being given 
M. & B. 693; (4) he tended to relapse on its being 
discontinued and improved again when the drug was 
resumed ; (5) his convalescence was uncomplicated, 
contrary to my expectation ; (6) the sputum ceased 
to be purulent after the use of the drug. 

I am much indebted to Dr. L. E. H. Whitby of the 
Middlesex Hospital for a supply of the drug and 
advice as to dosage. 

I am, Sir, yours faithfully, 

Finchley, N., July 20th. J. M. CHRISTIE, 


PITUITARY DYSFUNCTION 
To the Editor of Tuk LANCET 


Str,—The following case may prove of interest in 
view of the articles in your issue of July 16th. 


Mrs. A is a woman of 48. She is slightly built, 
emaciated, and extremely pale. She weighs 6 st. 5 lb. 
Her hair is white, and she looks many years older 
than her age. 

She gives the following history. 
old she was a well-developed girl—in fact her figure 
was generally admired—and she had masses of hair. 
At this time her periods began and she menstruated 
regularly (5/28) until she was 16. At 16 she was 
suddenly taken ill with shivering and a high tempera- 
ture (in the neighbourhood of 104° F.). There was no 
coryza or cough and no headache, but an abdominal 
rash. She felt intensely weak and ill, and for the 
whole of her illness noticed a peculiar sweet smell, 
imperceptible apparently to others in the room, 
Her doctor was unable to explain her condition 
although scarlatina was mooted. She was in bed 
a fortnight, and during this period her weight dropped 
from 8 to 6 st., so that her clothes had to be taken 
in 9 in. Her hair came out in large quantities, 
leaving her almost bald. She was extremely weak 
and faint, had no appetite except for ‘“ lumps of 
meat served alone,” and felt the cold extremely. 
For nearly eighteen months no periods were seen ; 
then losses lasting only a day or two appeared 
irregularly, accompanied by great malaise. This 
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condition persisted until the menopause at 37, wh 
sweats but no other symptoms were noted. 

For two years after the illness she felt no bett 
She then began to recover slowly, but no furt! 
growth in height took place, and the breasts regress 
in size. She was apathetic and somnolent and cou\;| 
** sleep the clock round.” So pale was she that } 
mother did not care to take her out, friends remarki 
that she looked like a ghost. Her hair, which had 
begun to grow a little, became slowly grey from 1 
age of 22. . During the rest of her life afterwar 
many of her symptoms have remained, though s 
does not now feel sotired. She is liable to unexplain: 
attacks of pyrexia, chiefly in the morning, and in 192 | 
one of these attacks led to her spending six mont 
in a sanatorium; but no evidence of tuberculosis 
was found. In 1936, owing to her pallor, a blood 
count was taken and showed: red cells, 8,000.00 
white cells, 11,200; haemoglobin, 135 per cent 
colour-index, 0:8. The Wassermann reaction was 
negative and the blood-urea 26 mg. per 100 c.cn 
The polycythemia was unexplained as well as 
unexpected. Vaginal examination disclosed a tin 
infantile uterus and small vagina, which latter had 
made sexual intercourse impossible since her marriag: 
at 33. The blood pressure is now 124/72. 

Her illness at the age of 16 seems to have diminished 
drastically and suddenly a function of the anterior 
pituitary gland previously normal or even somewhat 
excessive. By analogy with the known effects of 
mumps on ovary and pancreas it is tempting to 
suggest the diagnosis of pituitary mumps. 

I am, Sir, yours faithfully, 
Ilford, July 22nd. R. N. C, SMITH. 


FEATS OF AMPUTATION 
To the Editor of Tue 

Str,—Apropos the annotation in your issue ol 
July 2nd, it may be of interest to recall that 
forequarter amputation was first performed in 1807 
by Ralph Cuming, a British naval surgeon stationed 
at Antigua. Cuming did not publish his case, but in 
the following year the patient, a young sailor about 
21 years of age, reported at Greenwich Hospital 
and claimed a pension for his disability. The operation 
had been for gunshot wound, necessitating the removal 
of the arm, scapula, and clavicle. The doctors who 
examined him were evidently amazed at the successful! 
result of such a formidable operation, and sent him 
to be examined at the College of Surgeons and 
St. Bartholomew’s Hospital. 

No record of the case appeared until November, 
1829, when Mr. A. Copeland Hutchison, one of the 
London surgeons who originally examined the man, 
sent a short account of it to the London Medical 
Gazette. The details he gave, however, were so few 
that they aroused the suspicions of an Edinburgh 
surgeon, “J. M.,”’ who suggested that “the greater 
part of the operation had been performed by the gun- 
shot, leaving for the surgeon the office of merely 
dressing the wound.” This surgeon claimed, some- 
what unreasonably, that pride of place in forequartet 
amputation should have been given to Mr. Liston, 
not for having been the first to do the operation, 
but because he conceived the idea of the operation, 
and was only prevented from carrying it out by the 
opposition of his colleagues at the Royal Infirmary 
in Edinburgh. Mr. Hutchison, however, replied by 
referring J. M. to the official account in Cooper’s 
Surgical Dictionary (1830). Moreover he asserted 
that Cuming’s credentials were above question : 
He was M.D., R.N., and was medical superintendent 
of His Majesty’s Naval Hospital, Antigua. He had 
done the operation in 1807, while Liston had only 
thought of doing it in 1819. 
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Chief credit for interscapulo-thoracic or fore- 
quarter amputation is usually given to Paul Berger, a 
distinguished Paris surgeon ; indeed many text-books 
speak of it as Berger’s operation. This is hardly 
justified, however, for many successful cases were 
m record before Berger published his treatise on the 
subject in 1887. It is doubtful even if he was the 
first to perform the operation according to the 
technical details outlined in his book. The most 
important feature of the so-called Berger’s operation 

preliminary division of the clavicle and ligature 
of the main vessels—was practised by Sir William 
Fergusson of King’s College Hospital as early as 
1847. Fergusson had performed the amputation 
on three occasions and the operation as described by 
him in the Medical Times and Gazette (1865) differed 
in no essential detail from that of Berger. I believe 
that at one time it was customary in the London 
hospitals to refer to forequarter amputation as 
Fergusson’s operation, but Berger wrote extensively 
on the subject at a later date, and this no doubt had 
much to do with the substitution of his name for 
Fergusson’s. In much the same way has the name of 
Mikulicz supplanted that of Paul in colectomy, and 
Freyer that of McGill in prostatectomy. 

I am, Sir, yours faithfully, 

Harley-street, W., July 18th. MICHAEL SMYTH. 
ELECTROSURGICAL OBLITERATION OF THE 
GALL-BLADDER 
To the Editor of Tue LANCET 
Str,—Dr. Pribram’s letter in your issue of June 18th 
discusses matters entirely beside the question. The 
matter under discussion can be completely clarified 

by answering the following two simple questions : 

1. What has Pribram contributed to the opera- 
tion known as electrosurgical obliteration of the gall- 
bladder, as described in the literature ? —Apart from 
adopting the ancient method of “ charring” the 
gall-bladder mucosa and calling it mucoclasis, 
nothing. 

2. What has Thorek contributed ?—He has pre- 
sented histologic evidence proving the fallacy of 
‘“mucoclasis”’ and he has evolved a_ controlled 
procedure, which he termed electrosurgical oblitera- 
tion of the gall-bladder, and devised instruments for 
its perfection. He has described the uses of the 
falciform ligament in this connexion and elaborated 
technical details and recorded his observations and 
results, 


In view of the existing literature, Pribram could not, 
nor did he before, claim any originality nor priority 
for any part of my operation (see complete biblio- 
graphy, Lancet, Jan. Ist, 1938, p. 15, and May 21st, 
p. 1186). He offered nothing to support his conten- 
tions by pen or microscope. He refuses to acknow- 
ledge the difference between ‘‘carbonisation ” and 
“ electrocoagulation,”’ and deliberately ignores histo- 
logic evidence offered by Kuntzen, Vogel, Keysser, 
Thorek, and others, thus forcing the conclusion that 
he does not understand the difference between the 
two. He brushes aside the literature and is endeavour- 
ing to claim for his own something for which he has 
not laboured and to which he has no right. 

I am, Sir, yours faithfully, 
Max THOREK, 


Professor of Surgery, Cook County Graduate 


July 4th. School of Medicine. 


*.* We have shown this letter to Prof. Pribram, 
who thinks that no useful purpose will be served by 
continuing this correspondence. He is content, he 
says, that the answer to Prof. Thorek’s questions 
should be left to his colleagues.—Ep. L. 
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GRAINS AND SCRUPLES 
To the Editor of Tuk LANCE! 


Str,—An Aural Surgeon in your last issue propounds 
some pretty little problems in the ethics of consulta- 
tion which I hope are intended to provoke comment 
but which in any case illustrate so well the importance 
of the point of view that they certainly deserve it. 
He quotes cases which from his point of view prove 
that for a specialist to attempt to consult with or 
act through a patient’s own doctor is often impossible 
or contrary to common sense; but these same cases 
viewed by the family doctor appear as sad but familiar 
stories of patients gone astray, encouraged in their 
straying by the very man who would have us regard 
him in time of need as a kind of elder brother. 

The leading K.C. with the blocked-up ears ought, 
at his time of life, to have had a family doctor. 
Perhaps he had one, apparently it does not matter. 
An Aural Surgeon surely cannot believe that family 
doctors “‘of ordinary competence and skill” do not 
set about the job of emptying ears of wax with a 
justifiable expectation of performing it promptly, 
safely, and efficiently. The K.C. had only to ring 
up his own, or any competent doctor, to get the 
matter attended to without delay. 

Could not A.S. have said to K.C, 
telephone, ‘“‘ Have you got a doctor ? 
you go and see him first? If he wants help I shall 
be in all the evening.” And if K.C. had no doctor 
could not A.S. have recommended one, and if he 
must see him first could he not at least have said, 
“This is a job a family doctor could do quite well 
for you another time.” Suppose the K.C. had been a 
piano-tuner in the same predicament, what then ? 

But then the Squire of Polznooks had a doctor 
who did not empty the ear of wax. He did not trouble 
to look inside and see if he had finished his joh. We 
need not waste pity on him and yet does not everyone 
who honestly attempts a piece of work reasonably 
expect to be given a chance to set it right if it is 
not a success, or at least to be told about it ? Suppose 
some quite hypothetical aural surgeon left (as has 
been known) an adenoid tag behind, would he not 
be justly aggrieved if we never even told him but 
took the little patient to someone else ? 

Consider this squire. Instead of going back to his 
doctor and asking him to look into his ear he travels 
300 miles for advice, passing, incidentally, any 
number of aural surgeons on the way, and all to get 
his ear syringed. {s it really in the interests of the 
profession or the public to enlighten him so little 
that he goes home intending to repeat this piece of 
folly if he gets the chance ? 

Then the patient we al] know who wants our ‘“ inde- 
pendent, unbiased opinion.” Difficult, of course ; 
but we know quite well that the seeking of multiple 
opinions is a bad habit—bad for the patient, the 
profession, and, in the end, for the reputation of the 
‘independent ”’ consultant. Ought not these people 
to be told that if they really want a third opinion it 
must be with their own docter’s knowledge and 
consent ? 

Finally, the American lady who, seeking the 
specialist she did not need, found, by good fortune, 
an excellent family doctor in the skin of an aural 
surgeon, who clearly enjoyed this happy occasion 
for dropping his specialty for once and practising 
family medicine. No one will blame him for reducing 
his fee, but to general practitioners it may seem that 
here again is a tale of a patient gone astray, one to 
whom they would willingly have rendered precisely 
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the same services for one-quarter of the reduced fee 
she could so ill afford and one who was encouraged 
in her national vice of seeking a specialist for every 
trivial ailment. After all, she might not have been 
so lucky in her choice. 

It seems hard to the family doctor that the specialist 
should so easily have it both ways—playing the con- 
sultant when asked, free to practise independent 
medicine (faintly tinged’ with specialism) when occa- 
sion serves—yet not accepting the full day and 
night responsibility for the patient’s welfare which 
falls almost automatically on the family doctor if he 
does anything at all for a patient. If the American 
lady had rung up An Aural Surgeon at 10 p.m. two 
nights later complaining of acute pain in the throat 
or even earache, would he have gone at once to her 
bedside ? And try as we will to thicken our skins 
it does gall us to find that our patients have been 
seen behind our backs and we not told. ‘“‘ For a bird 
of the air shall carry the voice and that which hath 
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wings shall carry the matter,” and we may be sure 
that the village doctor in Polznooks has already heard 
the story of the squire’s ear. 

Hospitals, in their out-patient departments, do 
the same thing on an enormous scale, quieting their 
consciences with identical arguments, and experience 
of these pin-pricks, many times repeated, humiliates 
and embitters the family doctor, digs a gulf between 
him and the specialists who should be his friends 
and helpers, and, I suspect, indirectly keeps many 
good men out of general practice. 

If the whole profession kept its own rules, in spirit 
always, in the letter as nearly as is humanly possible, 
and taught the public to understand that these 
rules are at least as much in their interest as in ours, 
how much happier we should all be and how much 
more respected ! 


I an, Sir, yours faithfully, 


London, July 24th. LINDSEY BATTEN. 


LORD HORDER ON QUACK MEDICINES 


In the House of Lords on July 26th Lord HorRDER 
called attention to the enormous growth of the 
quack medicine trade, and to the incongruity of 
exercising no control over the deleterious effects 
of such trade upon health at a time when a serious 
effort was being made to improve national fitness. 
He moved for Papers. He said that the quack 
medicine trade was a poisonous growth that had got 
entirely out of hand. The head and front of the 
offence was the grossly misleading if not fraudulent 
advertisement. He had been told that he would 
have heavily against him the vested interests of 
newspaper proprietors, press agencies, and owners of 
hoardings. But he had received help and encourage- 
ment fyom the reputable members of those groups who 
had themselves taken steps to exercise that control 
and censorship which in other countries was imposed 
by responsible authorities. He had also been told 
that if he, a doctor, raised this question he would be 
charged with trying to create a monopoly for his own 
profession, and with depriving the poorer classes 
of cheap cures. If there was any monopoly, it lay, 
in his view, with the trade that bled the public of 
£25,000,000 or £30,000,000 a year—nearly as much 
as the total spent on all our hospital services. He 
was seeking to break up a formidable and largely 
unscrupulous monopoly which, judging from the 
exclusion of patent and proprietary medicines and 
foods from the Food and Drugs Bill, successive govern- 
ments seemed almost to go out of their way to guard. 
If the doctor thought only in terms of hard cash he 
would benefit from this unprincipled trade, which even- 
tually brought him more patients ; ultimately even the 
undertaker benefited sooner and oftener than he need. 

Only now was there something better to put in the 
place of these dubious “specifics.” We had the 
finest health services in the world. The slogan 
‘Use your health services’’ was one of the most 
intelligent he had heard. These were what the 
Government must encourage people to put in the 
place of this costly and perilous witch-doctoring. 
His main reason for pressing the matter at this time 
was his concern for the success of the national fitness 
movement. For every £100 the Government spent 
in making the people health-conscious the quack 
medicine mongers paid £1000 in making them disease- 
conscious,. A few patented and proprietary things 
were good, and the claims made for them reasonable ; 
a great many did little good or harm, and were sold 
at fantastic prices; and now and again something 
was sold that did definite harm. An enormous 
number of preparations were fraudulent in varying 
degree. The great increase in advertising media 
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was capable of appalling results, in its mass suggestion, 
on the country’s health and morale. The advertise- 
ments had become a graver danger than the medicines 
they served. Fear was the chief emotion they played 
upon, and much of the trade was in effect a huge 
form of blackmail. This was a cruel ramp, which 
was forbidden in many countries. Voluntary effort 
by reputable newspapers had been on trial for over 
20 years, but things were much worse than they were, 
and a central or Government control was needed. 

Lord FARINGDON and Lord ADDISON supported 
Lord Horder’s motion in the course of an important 
debate to which we shall return next week. 


THE GOVERNMENT’S REPLY 

Viscount GAGE said investigation had borne out 
the fact that improper use of substances in them- 
selves harmless was a distinct danger to the health 
of the country, and handicapped the work of the 
medical profession, and that we were behind other 
countries, He was ready to agree that it might 
constitute an obstacle to national fitness. The 
problem of the dangerous drug had been solved, 
except possibly for new drugs which were being put 
on the market. It had been said that the public 
were being used as a guinea-pig by unscrupulous 
manufacturers. He was informed that there was no 
method of foretelling the effect of some compounds, 
and that the effects on the human body could only 
be ascertained by experiment. That constituted a 
positive danger, but it was difficult to put absolute 
restriction on new inventions. The majority of the 
substances were made by firms of the highest repute, 
who, in their own interests, saw that the pre- 
cautions taken were very complete. 

The real difficulty arose from products and sub- 
stances which were not in themselves harmful, but 
the improper use of which constituted a danger. 
Aspirin, used properly, provided relief from a number 
of minor ailments, but used to excess it was not 
beneficial. The inherent difficulty in dealing with 
certain substances was that the real fault lay with the 
individual who used them. If people did not use the 
immense State-assisted medical schemes, and pre- 
ferred to diagnose and treat their own complaints, 
it was largely their own responsibility if they suffered 
in consequence. They were encouraged to do so 
by very carefully worded advertisements. In theory, 
there was acase for controlling the advertisements, 
but it was not easy to design forms of words which 
could not be evaded. He was not attempting to 
exclude the possibility of some legislation on certain 
lines, but it was difficult to guarantee that it would 
be effective. Repression alone was one of the most 
dubious of all lines of progress. The Minister of 





re 
rd 








THE LANC eT] 


He alth uel examine aes Lord Reston had anid, 
and see if anything eould be done to incorporate 
on the educational side of the national fitness move- 
ment some warning against the abuses of drugs 
generally. Perhaps Lord Horder might still be 
not convinced by his reply. If so, possibly, he would 
like to have a try at legislating himself. In regard 
to legal matters the Government would be pleased 
to place all their resources at Lord Horder’s disposal, 
but on medical matters they had no higher sources 
of information than Lord Horder himself commanded. 
The Government’s attitude must, to.some extent 
at any rate, be dictated by public opinion, because 
in these matters the public must have the last word. 
The Government were perfectly prepared to lay any 
papers for which Lord Horder might wish. 

Lord Horder asked leave to withdraw his motion 
for Papers and this was agreed to. 


NOTES ON CURRENT TOPICS 
Nursing Homes Registration (Scotland) Bill 


In the House of Lords on July 19th the Nursing 
Homes Registration (Scotland) Bill was considered 
in Committee. An amendment by Lord ALNEss, 
to make it clear that a qualified nurse might act 
as an officer authorised by a local authority to inspect 
a nursing-home, was agreed to. 

Lord ALNESS moved a new clause giving power to 
the Department of Health for Scotland to exempt 
any nursing-home carried on in accordance with the 
practice and principles of the Church of Christ 
Scientist from the requirement that the home should 
be in charge of either a registered medical practitioner 
or a qualified nurse who was or would be resident 
in the home. 

He said that the clause merely echoed the corre- 
sponding provision in the English Statute of 1927, 
which was re-enacted in the Public Health Act, 1933. 
The clause was drafted by the Department of Health 
for Scotland and was brought before the House 
with their sanction. The clause did not exempt 
these nursing-homes from any of the structural or 
sanitary requirements which the Board of Health 
might impose, and merely related to the requirements 
about doctors and nurses. The English Act had 
worked smoothly and well. The new clause was 
agreed to, and the Bill passed through Committee. 


Milk (Extension and Amendment) Bill 


In the House of Lords on July 19th the Earl of 
FEVERSHAM moved the second reading of the Milk 
(Extension and Amendment) Bill, which has passed 
the Commons. Lord MARLEY asked whether 
pasteurised milk was provided for children in the 
schools ; and, if not, what steps were taken to ensure 
that the milk provided was clean and not likely to 
cause any illness to the children? He said it was a 
tragedy that there should be any delay in the pro- 
vision of milk for expectant and nursing mothers. 

The Earl of FEVERSHAM said that according to the 
returns made to the Board of Education, at the end 
of last March 2,672,000 children in elementary 
schools in England and Wales were taking milk under 
the milk-in-schools scheme. That was 161,000 
more than on the corresponding date last year. 
Both the source and quality of the milk supplied 
had to be approved by the medical officer of health 
in the area. Where possible, in the larger urban 
areas and the great cities, the medical officer of health 
insisted on pasteurised milk where it was available. 
In those areas served by rural districts pasteurisation 
was not always possible, and in those circumstances 
the milk of attested herds was used. Under the Bill 
an increased sum for milk was being devoted to 
schemes organised by local authorities not only for 
children attending elementary schools but for 
nursing and expectant mothers. It was a feature 
of the Bill that, in order to accelerate this service, 
an extra £250,000 was being provided until the 
Government’s long-term proposals could be placed 
before Parliament. The Bill was read a second time. 
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Scottish Health Services 


In the House of Commons on July 20th Mr. 
COLVILLE, Secretary of State for Scotland, in intro- 
ducing the Vote for the expenses of the Department 
of Health in Scotland said that in health matters 
they were going forward in Scotland and continuing 
the great advance begun early in this century. They 
had a very severe influenza epidemic in the spring 
the worst since 1929—but the general death-rate had 
remained practically the same. The infant mortality- 
rate fell from 82-3 to 80 per 1000 and only in three 
years, 1923, 1934, and 1935 had better figures been 
shown. The latest figures, those for the first quarter 
of 1938, were 20 per 1000 below the average of the 
first quarters in the preceding five years. Perhaps 
the most welcome improvement of ali was the fall in 
the maternal mortality-rate. In 1937 the rate was 
48 per 1000 registered births, which was the lowest 
recorded this century. The Maternity Services 
(Scotland) Act passed last ‘year gave Scotland the 
machinery for what might be one of the best, if not 
the best, maternity services in the world. When 
these schemes were in operation he hoped that every 
mother in Scotland would be able to secure the 
services in her own home of midwife, doctor, and in 
case of necessity consultant. 

As a result of the medical service under the 
Insurance Act it had been found that about two- 
fifths of the total sickness among insured persons was 
accounted for by those who were chronically sick, 
that was to say, those who were ill for more than a 
yedr. The Department of Health, with the coépera- 
tion of insurance doctors and the approved societies, 
had begun an intensive investigation of this problem. 
The number of certified tuberculin-tested cows in 
Scotland had increased by 50 per cent. from 20,459 
to 30,002. Notwithstanding the fact that since the 
post-war housing effort began some 290,000 houses 
of the working-class type had been built in Scotland, 
they had not yet by any means got rid of slum houses 
and overcrowding. They still needed some 250,000 
houses.—Mr. T. JOHNSTON criticised the report of 
the Department of Health for devoting only six lines 
to atmospheric pollution. Our most fatal diseases 
were not, as many people believed, tuberculosis or 
cancer, but respiratory diseases. In Glasgow during 
a fog period the death-rate from respiratory diseases 
rose six times.—Mr. LEONARD said the importance 
of dental treatment warranted a much wider network 
of officials attending to this work than existed at the 
present time. He had read in THE LANCET of 
May 28th a report of a statement by Prof. Mottram 
that by the time children came under the care of 
the education authority they were already damaged 
goods. It was in order to save the sending of 
damaged goods to school that he (Mr. Leonard) 
wanted the Department of Health to see that greater 
attention was paid to pregnant mothers and young 
children. Real economy could be obtained by 
generous spending in this matter. There was no 
doubt that a very large percentage of the diet of 
pregnant women was Geficient both as regards 
quality and quantity’in vitamins, mineral standards, 
and other factors necessary for this period of life. 

Mr. WEDDERBURN, Under-Secretary of State for 
Scotland, said that in proportion to the population 
of Scotland they had in the way of slum clearance 
and relief of overcrowding done a great deal more 
than England, but they had six times as much to do, 
because while of all houses in England less than 4 per 
cent. were overcrowded, in Scotland the figure was 
23 per cent. 





School Health Services in Scotland 


On July 21st, when the Vote for public education 
in Scotland was considered; Mr. WEDDERBURN said 
that last year there had been established altogether 
in Scotland 28 nursery-schools with a total attendance 
of 1067, as compared with 25 schools and an enrol- 
ment of 943 in the preceding year. The number had 
now increased to 31 schools, and the Glasgow educa- 
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tion authority was proposing to erect 10 nursery- 
schools, while many of the other authorities also had 
schemes in hand. Considerable progress had been 
made in regard to physical education since the issue 
of the circular on the subject in 1936. School- 
building proposals between 1936 and June of this 
year had included 205 new halls and gymnasia, 
7 new swimming-pools, and 54 playing fields, and in 
many cases the improvement of existing play- 
grounds. Continuation classes in various forms of 
physical education were continuing to expand. One 
of the chief reasons for the increase was the success 
of ‘* Keep Fit” classes, chiefly for women. During 
the past two years the number of specialist teachers 
of physical education in Scotland had risen from 
476 to 547.—Mr. WestTwoop said that experience had 
shown that the main functions of the health service 
in the schools had not been to prevent the diseases 
of children, but to discover and to remedy developed 
defects which might give rise to troubles in later life. 
Children were medically examined as a routine three 
times during school life—at entry, age 5 or thereby, 
at age 9, and before leaving school, about age 13. 
Now that the health and educational authorities 
were usually the same body, age 5 had no particular 
significance and it ought to be possible to use to 
better advantage those who were engaged on school 
health services. The three routine examinations 
could easily be cut down to two, at 7 and 13. This 
would release some of the medical staff for pre-school 
medical examination and would give them a more 
effective service in discovering defects that ought to 
be remedied before the children entered school. The 
report of the Departmental Committee on Health 
Services in Scotland stated that the school health 
service was seriously hampered by the inadequacy of 
medical supervision at home, and that the law should 
be amended so as to remove any doubt about the 
power of local authorities to provide meals as a 
preventive measure. Power was given to provide 
meals for necessitous school-children under the 1908 
Act, but unfortunately the authorities provided meals 
to cure a disease that already existed, instead of 
providing them to prevent disease. If the country 
was to get full value for the money spent in educa- 
tion it would be wise to see that the children were 
provided with an adequate mid-day meal.—Mr. 
MACQUISTEN suggested that residential schools should 
be started in rural areas where children could learn 
to grow their own food and attend to themselves 
while they were receiving their education.—Mr. 
COLVILLE said that in the year 1936-37 35,818 school- 
children in Scotland were provided with meals free of 
charge, and 39,827 were supplied with meals on 
payment ; in 1935-36 the numbers were 33,800 and 
30,900. In the year 1936-37 66,300 children received 
milk free of charge and 260,700 children received 
milk on payment. In Glasgow 27 per cent. of children 
were receiving milk free on March 3lst, 1938. It 
was not necessary that a child should have a medical 
certificate that it was in need of food before food 
was provided. Many of the children were provided 
with food on the report of the headmaster or teacher. 


Certification of Criminal Lunatics 


Mr. CASSELLS contended that a great proportion of 
the expenditure on Borstal treatment, approved 
schools, and the probationary system could be 
avoided if in cases of juvenile delinquency the services 
of a psycho-analyst were enlisted in the first instance. 

Mr. WEDDERBURN said that in England psycho- 
therapeutic treatment of young delinquents, if given, 
was generally combined with Borstal detention. This 
form of treatment was still in an experimental stage, 
and if it was found satisfactory it would be extended 
to Scotland. In regard to the procedure for the 
detention of persons in a criminal lunatic asylum, at 
Barlinnie and Perth prisons certificates were normally 
given by the two prison doctors, and at Edinburgh 
prison the certificates were normally given by the 
prison doctor and by the medical adviser to 
the Prisons Department. At all other prisons the 
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certification was normally by the prison doctor and 
a doctor independent of the prison service. Under the 
existing law any or all of the foregoing certificates 
could be granted by doctors in the employment of 
the Prisons Department. When the Criminal Lunatics 
(Scotland) Act, 1935, came into operation the existing 
law would be altered in two important respects. 
First, while it would remain competent to remove a 
person from prison to the new criminal lunatic 
asylum at Lampits on certificates by two doctors in 
the employment of the prison authorities, it would be 
open to that person, or to someone on his behalf, to 
demand that he be examined by an independent 
doctor, and the Secretary of State would then be 
under an obligation to consider the report of any 
such independent doctor. Secondly, no person would 
be liable to be detained in the criminal lunatic asylum 
after the expiry of his sentence, unless one medical 
certificate was granted by a doctor who was not a 
salaried officer of the Prisons Department. 


In the House of Lords on July 19th the Essential 
Commodities Bill was read the third time and passed. 

The Commons amendments to the Divorce 
(Scotland) Bill were agreed to. 

In the House of Lords on July 20th the Still-Births 
(Scotland) Bill was read the third time and passed. 
On July 22nd the Nursing Homes Registration 
(Scotland) Bill was agreed to on report. 

On July 22nd the Holidays with Pay Bill passed 
through its remaining stages in the House of Commons 
and was read the third time. 

In the House of Lords on July 25th the Milk 
(Extension and Amendment) Bill, the Finance Bill, 
and the Nursing Homes (Registration) Scotland Bill 
were read the third time and passed. 

The Fire Brigades Bill passed through 
and was read the third time and passed. 

The Holidays with Pay Bill was read the second 
time. 

In the House of Commons on July 27th Mr, 
MATHERS presented the Prohibition of Vivisection on 
Dogs (Scotland) Bill. 


QUESTION TIME 
WEDNESDAY, JULY 13TH 
Drug Traffic in China 


Mr. ARTHUR HENDERSON asked the Prime Minister 
whether he was aware that opium was being distributed 
in China by Japanese employers to their Chinese employees 
in lieu of regular wages ; and whether, as this constituted 
a breach of the International Opium Convention, His 
Majesty’s Government would coéperate with the United 
States Government in making representations to the 
Japanese Government on the matter.—Mr. BuTLER 
replied : My noble friend has no information to this effect, 
but if the hon. Member will communicate to me any 
report which has reached him, I will make inquiries. 

Mr. HENDERSON : Is it not a fact that this allegation 
was made at Geneva at a recent meeting of the Com- 
mission, and does not the report of that Commission 
establish the fact that the very serious situation which 
now exists in China is the result of this widespread drug 
traffic ? Will not the Government do something to deal 
with the situation? 

Mr. Butter: I am aware of the serious position in 
regard to the drug traffic. In this particular instance we 
have no information, 

Mr. Noet-BakeEr : In view of the fact that it is notorious 
that Japan is conducting the campaign by the use of 
drugs, will the hon. Member instruct his Majesty’s agents 
in China and Japan to make a full report so that the 
House may have full guidance ? 

Mr. Butter: His Majesty’s consuls have been asked to 
make a report on this matter, 


report 


THURSDAY, JULY 14TH 
Employment of Children 
Mr. LEsuiz asked the Home Secretary whether he could 
inform the House on what points the International Labour 
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Convention of 1932, which laid down a minimum age for 
non-industrial employment, went beyond the Children 
and Young Persons Act, 1933, relating to the employ- 
ment of school-children in this country.—Sir SaAMvuEL 
HoaReE replied : The main points on which the Convention 
of 1932 goes beyond the provisions of the Children and 
Young Persons Act, 1933, and the by-laws made there- 
under regarding the employment of children, are the 
prohibition of all employment of school-children except 
light work for children over twelve, no employment even 
in such light work on Sundays or public holidays or before 
8 A.M, on either school days or holidays, and the limitation 
of such employment during school holidays to two hours 
a day. 

Mr. Lestre: Did not the Government in November, 
1934, state that they would after a period see how the 
1933 Act worked and consider the question of notification, 
and is not the time ripe to consider that now ?—Sir 8. 
Hoare: I understand that at that period inquiries were 
made from the local authorities. They then agreed with 
the line that was taken by the Government. I am now 
making further inquiries of the local authorities to see 
whether, and, if so, how far, the position has changed 
since that time. 


Inquiry into Working-class Budgets 

Mr. Parker asked the Minister of Labour whether he 
could name any date for the publication of the results 
of the inquiry into working-class budgets now being 
completed.—Mr. Ernest Brown replied: The last of 
the four collections of weekly budgets which are being 
obtained at quarterly intervals is being taken during the 
present month. In the case of expenditure on clothing 
it has been necessary to arrange for the collection of 
particulars of such expenditure week by week from a 
large number of households for a period of twelve months, 
ending in October next. Statistics summarising the 
information obtained will be published as soon as possible 
after the completion of the inquiry, but I am not at 
present in a position to state by what date publication 
may be expected. The House will realise that the work 
involves the examination and tabulation of some 50,000 
budgets, and 150,000 weekly returns of expenditure on 
clothing. 

TUESDAY, JULY 19TH 


Sickness and Mortality-rates in Glass-bottle 
Industry 


Mr. Ruys Davies asked the Minister of Health whether 
he could give statistics showing the incidence of sickness, 
disease, and mortality-rates among those employed in the 
glass-bottle industry ; and how those figures compared 
with the general averages and with any other industries. 
Mr. Bernays, Parliamentary Secretary to the Ministry 
of Health, replied: The most recent available figures 
are as follows: 

Standardised mortality from all causes of males ages 20-65 for 
the years 1930-32 inclusive in England and Wales 

Glass-blowers and finishers (not machine hands) .. 160 


Glass moulders and pressers i 4 - 96 

All makers of glass and glassware (comprising 
employers, foremen, and all skilled workers) .. 114 

All males =s we Se ve - ee 100 


The mortality of glass-blowers and finishers was exceeded 
in 5 of the principal occupations—viz., underground 
workers in tin and copper mines, underground workers in 
other metalliferous mines, sand-blasters, stevedores, slate 
miners and quarriers in Caernarvonshire. I regret that 
I have no statistical information as to the incidence of 
sickness in this occupation, 


WEDNESDAY, JULY 20TH 
English-speaking Medical Unit in China 


Mr. WatTktns asked the Prime Minister whether he 
could state the number of doctors and others comprised 
in the English-speaking medical unit in China.—Mr. 
BuTLeR, Under-Secretary for Foreign Affairs, replied : 
I understand that the English-speaking unit comprises 
two British subjects, Dr. Robertson, the leader of the 
unit, and Dr. Hawes; an Austrian, Dr. Pollitzer; and a 
number of Chinese doctors and assistants. 


PARLIAMENTARY INTELLIGENCE 





{[suLy 30, 1938 287 


Service Recruits Rejected as Unfit 

Sir WiLiiAM JENKINS asked the First Lord of the 
Admiralty the percentage of recruits in the Navy for 
1938 that was rejected through being physically unfit. 
Mr. Durr Cooper replied : The total number of applicants 
for entry into the Royal Navy and Royal Marines for 
the year ending March 3lst, 1938, was 58,547, and the 
number rejected on medical and dental grounds was 
22,039—i.e., 37°64 per cent. 

Sir Witiiam JENKINS asked the Secretary of State 
for Air if he would give the number of applications to 
join the Air Force, the number of airmen, boys, pilots, 
and observers for each month in 1938, and what number 
had been rejected and the grounds upon which they were 
rejected in each category.—Sir KinGsLteyY Woop replied : 
The number of applications for entry during the period 
Jan. Ist to July 16th, 1938, in the various classes was as 
follows: Airmen, 21,876; boys, 3092; pilots, 2803 ; 
observers, 188. During the same period the number of 
rejections on medical grounds was: Airmen, 4476; 
boys, 320 ; pilots, 100; observers, 4. 


Medical Services in the Gold Coast 

Mr. SORENSEN asked the Secretary of State for the 
Colonies whether his attention had been called to the 
recently published report of the Gold Coast medical 
department for 1936 in which the senior medical officer 
in the western provinces described the incidence of pul- 
monary tuberculosis in the mining area as abnormally 
high and likely to assume the gravest importance in the 
near future ; what steps were being taken to deal with this 
question ; and whether the committee which this officer 
suggested had yet been convened to consider the necessity 
of a complete investigation.—Mr. MaLcotm MacDonaLp 
replied: The answer to the first part of the question is 
in the affirmative. A new hospital equipped with high 
power X ray apparatus has been built at Tarkwa and two 
officers of the medical department, who are working in 
close collaboration with the mines medical officers, have 
been posted to Tarkwa in order to conduct an investigation 
into the incidence of tuberculosis and silicosis. 


THURSDAY, JULY 21ST 
Probation Officers and Medico-psychological 
Training : 

Mr. SORENSEN asked the Home Secretary whether 
probation officers attached to matrimonial and domestic 
courts in the Metropolitan police area were required to 
have knowledge and training in the medico-psychological 
aspects of cases with which they might have to deal ; 
and whether, in view of the importance of probation 
officers possessing this qualification, he would offer some 
guidance to the courts respecting the selection and appoint - 
ment of probation officers.—Sir SaMuEL Hoare replied : 
The Central Training Board which has been set up on the 
recommendation of the Departmental Committee on the 
Social Services in courts of summary jurisdiction is aware 
of the need for giving some guidance to probation officers 
on the matters referred to so as to enable them to decide 
when to seek expert assistance. The candidates trained 
under this scheme are available for appointment in London 
as well as in other probation areas in England and Wales. 

Mr. SORENSEN: May I take it that probation officers 
in the future will have this requisite knowledge, in view 
of the very intimate nature of some of the matrimonial 
tangles that have to be solved ? 

Sir S. Hoare: It is very difficult to say of anyone 
that he will have the requisite knowledge for anything. 
We do try to provide that the candidates for the probation 
service shall have enough knowledge to know when treat- 
ment of this kind is likely to be useful. 


Institutional Accommodation for Maternity Cases 

Dr. HADEN Guest asked the Minister of Health the 
number of local authorities which provided accommodation 
for maternity cases in special institutions; and what 
was the number of local authorities which only provided 
such accommodation in wards of institutions used also for 
other purposes.—Mr. ExLuior replied: The numbers are 
139 and 88 respectively. 

Dr. Hapen Guest asked the Minister of Health the 
number of local authorities which provided accommodation 
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for maternity cases through or in association with arrange- 
ments for public assistance ; and what was the number of 
local authorities which provided accommodation for 
maternity cases apart from arrangements for public 
assistance.—Mr, EL.iot replied : The numbers are 95 and 
199 respectively. 
Tuberculosis in Wales 

Mr. James Grirrirus asked the Minister of Health 
when the report into the causes and the methods of 
prevention of tuberculosis in Wales would be completed ; 
and whether it was intended to publish the report.— 
Mr. Ex.ior replied: I understand that the Committee 
hope to complete their report within the next few weeks, 
and I will consider the question of publication as soon as 
I receive it. 

MONDAY, JULY 25TH 
Disability Pensions 

Mr. EpwarRD WILLIAMs asked the Minister of Pensions 
the number of persons in receipt of disability pensions 
and the number granted each year to date since the 
termination of the great war.—Mr. H. RamsBorHam 
replied : The number of disability pensioners on March 31st, 
1938, was approximately 434,700. The number of awards 
made each year was as follows :— 





Year Year Year | Year 

ended ended ended | ended 
Mar. 31st Mar. 3lst. Mar. 3ist Mar. 3ist. 
1921 .. 103,966 1926 .. 4,558 1931 .. 592 | 1935 .. 87 
1922 - 24,228 1927 .. 2,257 1932 .. 369) 1936 .. 122 

1928 .. 738 1933 .. 130/| 1937 .. 113 

1924 1929 .. 428 1934 .. 102 | 1938 .. 120 
1925 .. 5,648 1930 . 317 t 


The Law of Abortion 
Sir Henry Morris-Jones asked the Minister of Health 
whether his attention had been directed to the recent 
acquittal at the hands of the jury of Mr. Aleck William 
Bourne, who was charged, at the Old Bailey, with unlaw- 
fully using an instrument with intent to procure the mis- 
carriage of a girl of 14 years of age ; and whether, as this 
was a test case, he intended introducing legislation to 
clarify or amend the law dealing with such offences.— 
Mr, Ex.ior replied: Yes, Sir. My attention has been 
drawn to this case. In reply to the second part of the 
question, I am not in a position to make any statement 
pending the issue of a report by the inter-departmental 
committee which is investigating this and other matters 
concerning abortion. 


Diphtheria Immunisation in Scotland 

Mr. McGovern asked the Secretary of State for Scotland 
the number of immunised children who had suffered from 
diphtheria since immunisation was started in Edinburgh 
and the number of fatal cases in immunised children ; 
and similar details for Glasgow, Dundee, and Aberdeen.— 
Mr. WEDDERBURN, Under-Secretary of State for Scotland, 
replied: In Edinburgh out of approximately 27,000 
children inoculated against diphtheria since 1924, 140 
have suffered from diphtheria and 3 have died. In 
Aberdeen, out of approximately 4500 children so inoculated 
since September, 1936, 23 have suffered from diphtheria 
and none has died. I regret that information relating 
to Dundee and Glasgow is not available. 


Mentally Defective Children and Corporal 
Punishment 
Mr. Riputry asked the Parliamentary Secretary to the 
Board of Education whether his attention had been drawn 
to a recommendation of the education committee of the 
Liverpool City Council to authorise corporal punishment 
for mentally defective children under the control of the 
education committee ; and whether he proposed to take 
any action in the matter.—Mr. KENNETH LINDsay replied : 
The Board have received no communication from the 
Liverpool local education authority on this subject, but 
[ have seen press reports of the recommendation in 
question. The Board’s view is that the use of corporal 
punishment in a special school for mentally defective 
children is to be deprecated and should only be resorted 
to in exceptional circumstances. 
The Colonial Medical Service 
Sir Ernest GRAHAM-LiITTLE asked the Secretary of 
State for the Colonies (1) whether he was aware that, 
whereas the number of persons per qualified doctor in 





Great Britain was approximately 1000, in some parts oi 
the British Colonies the proportion was as high as 100,000 
to 1; and whether, in these circumstances, he had under 
consideration any plans for increasing the personnel of 
the Colonial Medical Service; (2) what was the present 
position with regard to obtaining recruits for the Colonial 
Medical Service; and whether the supply substantiall, 
exceeded the demand or vice versa ; and (3) if he could state 
the present approximate number of persons per qualified 
doctor in each of the principal British Colonies. 
Mr, MALCOLM MACDONALD replied : The ultimate objective 
at which the Colonial Office is aiming, in developing the 
medical services of the colonial dependencies, is to bring the 
best modern medical resources within the reach of the 
whole of the peoples of the dependencies. It would be 
impossible in most cases to give accurate figures regarding 
the proportion of qualified medical practitioners to the 
population in each dependency without reference to the 
Colonial Governments. Nor indeed would such figures 
give a reliable picture of the position, since a single 
dependency may contain areas at very different stages of 
development. There is no doubt that, in some areas, 
we are very far from having attained the objective which 
I have defined. On the other hand, there are many 
places where ample medical facilities, both public and 
private, are available. 

The public health services of the dependencies are 
being continually developed, as funds and circumstances 
permit, but, having regard to the large areas and popula- 
tions to be covered, it is clear that the eventual attain- 
ment of the objective must depend not on an indefinite 
increase in the number of imported medical officers but 
on the progressive training of medical staffs drawn from 
the loca] inhabitants. The policy of training such staffs 
is being actively pursued wherever possible. 

In the meantime, the responsibility for the education 
of the local populations in the many aspects of preventive 
medicine, for the organisation of the public health services, 
and for the treatment of disease, rests principally upon the 
members of the Colonial Medical Service, and there can 
be no doubt that for many years to come that service will 
continue to call for a steady flow of recruits of the best 
personal and professional type from this country. The 
present state of recruitment for the service is satisfactory, 
and it cannot be said that the demand substantially 
exceeds the supply of fully suitable candidates. There 
has been some recent difficulty in recruiting for service in 
the West African dependencies, but I have no reason to 
suppose that this difficulty is other than temporary. 


APPOINTMENT OF REFUGEE DOCTORS 


Sir Ernest GrRaHAM-LiTrLe asked the Secretary of 
State for the Colonies whether, in view of the large number 
of able and qualified doctors who were at present refugees 
from Greater Germany, he would consider the possibility 
of appointing some of them to subsidiary positions in the 
Colonial Medical Service.—Mr. Matcotm MacDONALD 
replied : It is not quite clear what posts my hon. friend 
has in mind. Admission to the Unified Colonial Medical 
Service is necessarily confined, broadly speaking, to persons 
of British nationality, though a person who is born or 
is ordinarily resident ina colony, protectorate, or mandated 
territory is not excluded. If the reference is to minor 
posts in the local health services, it has been the settled 
policy for some time to train the inhabitants of the various 
dependencies to undertake this type of work, and eventually 
to take over the higher branches of medical and public 
health work, as they become qualified to do so. As at 
present advised I do not think it is practicable to envisage 
any general scheme by which foreign medical practitioners 
could be incorporated in the State medical services of the 
colonial dependencies. 


Ammonia Fumes at Ice-cream Factory 


Mr, THORNE asked the Home Secretary if he could now 
give any information in connexion with the escape of 
ammonia fumes at the Eldorado ice-cream factory, 
Stamford-street, S.E., on July 12th, and how many persons 
were taken to the hospitals with severe burns; and if 
he could say whether the firm were paying compensation 
to the injured people.—Sir Samuet Hoare replied: The 
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coroner’s jury found that the pressure in the machine 
from which the ammonia escaped was excessive due to 
an error in manipulation ; and I understand the connec- 
tions on the machine are being altered in the light of what 
occurred. About 60 persons were taken to hospital at 
the time, of whom 15 were detained. I have no informa- 
tion as to the payment of compensation, but I understand 
that the firm have paid those employees who were 
incapacitated by the accident a full week’s wages for each 
of the last two weeks. 


TUESDAY, JULY 26TH 
New Drugs for Malaria Treatment 


Mr. Davip Apams asked the Secretary of State for War 
what proportion of the new drugs now being employed in 
combating malaria in the British tropical empire, especially 
atebrin and plasmoquine, came from countries outside the 
British Empire ; and whether stores of these drugs were 
maintained with a view to ensuring that, in the event of 
war, tropical territories and the British Army would be 
safeguarded from disease epidemics.—Mr. Horr-BELISHA 
replied : I understand that there is no technical difficulty 
in making these drugs which do come from outside the 
British Empire. Stocks are held and quantities are 
reviewed from time to time. The question whether stocks 
are maintained for use by the civil populations of tropical 
territories is one for the governments of those territories, 

Mr. Davip Apams asked the President of the Board of 
Trade whether, as the high price of the new drugs used 
against malaria in the British tropical empire was an 
important factor in denying their benefits to native 
populations, arrangements would be made for their 
manufacture, under licence, in this country, with a view 
to increasing supply and materially reducing their price. 
—Mr. Ouiver STANLEY replied: Section 38a of the 
Patents and Designs Acts, 1907 to 1932, already provides 
that the Comptroller-General of Patents, unless he sees 
good reason to the contrary, shall grant to any person 
applying for it a licence to use in the United Kingdom 
any process employed in the production of a medicine 
which is the subject of a patent. The section further 
provides that in settling the terms of the licence the 
Comptroller shall have regard to the desirability of making 
the medicine available to the public at the lowest possible 
price consistent with a due reward to the inventor. 


Medical and Health Services in Trinidad 


Mr, CrEEcH JONES asked the Secretary of State for 
the Colonies whether, since the report of the Commission 
to Trinidad, steps had been taken to implement the 
recommendations; and what progress had been made.— 
Mr. Matcotm MacDona.p replied : Considerable progress 
has been made towards implementing the recommenda- 
tions of the Trinidad Commission. Under the heading 
**Medical and Health Services,’’ a draft ordnance has 
been prepared to transfer the executive functions of the 
Central Board of Health to the Director of Medical 
Services. As regards housing, I understand that the 
Governor contemplates the establishment of a town- 
planning and housing authority, which would carry out a 
far-reaching plan of slum clearance. Legislation is being 
drafted for this purpose. 


Nurses’ Hours 


Mr. Butt asked the Minister of Health whether his 
department had considered the working of the 98-hour 
fortnight for nursing staffs in general, with special 
reference to the London County Council scheme; if he 
was aware that aspects of this scheme, so far as night 
duty was concerned,- were resented by the staff; and 
whether he would consider the possibility of evolving some 
agreed system of hours affecting all nurses which local 
authorities could introduce without essential modification. 
~—Mr. Exuiot replied: My attention has been drawn to 
the decision of the London County Council to introduce a 
96-hour working fortnight for nurses in their employment, 
but I am unable to make any general statement on this 
subject pending the issue of a report by the Inter- 
Departmental Committee which is considering the con- 
ditions of service of nurses under the chairmanship of 
Lord Athlone. 
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PUBLIC HEALTH 


New L.C.C. Hospital at Tooting 


THE increasing demand for treatment in L.C.C. 
hospitals, and especially the pressure upon the acute 
general hospitals south of the Thames, has led the 
hospitals and medical services committee of the 
Council to recommend the erection of a new hospital 
on a site of 14 acres within the curtilage of the 
present St. Benedict’s Hospital at Tooting. The 
scheme provides for four ward blocks with operating 
theatres, radiological, massage, and out-patients’ 
departments, together with a maternity hospital and 
antenatal clinic, and a nurses’ home and training 
school. Plastic, thoracic, and neuro-surgical units 
will be provided and another unit which will at first 
be allocated to rheumatic cases. The ward accom- 
modation will be so designed as to be suitable for 
any type of patient. Five operating theatres will be 
completed and a sixth built in skéleton form. A group 
laboratory, to serve the needs of the locality as well 
as of the hospital itself, is to be part of the scheme. 
The additional new accommodation will be 600 beds. 
The wards in the present hospital, containing 318 
beds, will be used for patients suffering from chronic 
ailments. The cost is estimated at nearly £825,000. 


Nurses’ Hostels 


The same committee expressed the view that the 
administration of nurses’ homes should, as far as 
possible, be placed on a basis comparable with that 
of hostels for students and post-graduate students 
and they accordingly propose, as an experiment, to 
appoint a warden and an assistant warden to take 
charge of the new nurses’ home which is being erected 
at Hammersmith Hospital. A nurses’ committee 
will be established, with the warden as president, to 
discuss and arrange social activities and matters of 
staff welfare. The committee recommend expendi- 
ture of £10,000 for modernising the equipment at 
fourteen nurses’ homes. 


MEDICAL RESEARCH CouNCIL.—The Council invite 
applications for a third series of studentships and fellowships 
in clinical science and experimental pathology intended to 
encourage young British medical graduates of special ability 
and original mind to become investigators in branches of 
medical science which are concerned directly with disease 
as it occurs in human beings. Post-graduate studentships 
are offered for medical graduates who have already held 
house appointments and are strongly inclined to a career 
in clinical science or experimental pathology. Each 
selected student will receive a grant at the rate of £200 
per annum, during a period not exceeding twelve months, 
for personal maintenance while undertaking approved 
courses of study in this country to advance his training 
in methods of research. This study may include modern 
languages and advanced physiological, pathological, and 
special clinical work under recognised teachers ; but the 
course may not include studies of which the purpose is to 
enable the student to pass further examinations. The 
Council also offer research fellowships for candidates of 
similar qualifications who have already had some experience 
in the use of research methods. Each fellowship will be 
tenable for one year at the ordinary value of £250 per 
annum, and will be renewable in approved instances at the 
rate of £300 per annum for a second year. These fellow- 
ships are intended as probationary appointments for 
research in clinical science or experimental pathology 
under suitable direction in this country. Research 
expenses may be provided in addition to stipend. Applica- 
tions should be lodged with the secretary of the Council, 
38, Old Queen-street, London, 8.W.1, before Oct. Ist. 
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OBITUARY 


Cc. H. H. HAROLD, O.B.E., M.D. Liverp., D.P.H. 


Colonel Harold, whose early death was briefly 
recorded last week, was the son of Charles Henry 
Harold and was educated at the University of Liver- 
pool where he qualified with multiple honours in 
1907. After holding resident appointments at the 
Royal Infirmary he was appointed Holt fellow in 
physiology and demonstrated in Sir Charles Sher- 
rington’s department, participating in a research on 
the adrenaline nucleus for which his thesis was 
accepted for the M.D. of Liverpool University. Then, 
attracted by the 
freedom and_ the 
opportunities of the 
Royal Army 
Medical Corps, he 
entered for the 
examination in 
August, 1910, and 
was easily first of 
the candidates. 
At the Army 
Medical College he 
took the Tulloch 
medal in tropical 
medicine and the 
Marten medal in 
bacteriology and 
was attached as 
research assistant 
to the Military Hos- 
pital laboratories 
in Rochester-row. 

In 1912 Harold was sent to India in charge of 
laboratory examinations of water and food and was 
responsible for suggesting sites for new cantonments 
and selecting their water-supply. At this period the 
Punjab was swept by epidemics of various kinds and 
it was on Harold’s recommendation that deep tube 
wells were installed as an experiment; the system 
he then advocated became the standard source of 
supply in India. The general knowledge of medicine 
acquired in his early Liverpool days stood him in good 
stead for he was more of a general physician with 





{Lafayette 


an intimate knowledge of hygienic requirements 
POLIOMYELITIS IN ESSEX 


THe outbreak of acute anterior poliomyelitis at 
Halstead, Essex, has—up to Wednesday, July 27th— 
affected 11 children, of whom 1 died in spite of the 
use of a mechanical respirator; 1 adult is under 
observation. Besides these cases 4 have occurred 
at Felsted School and 3 are now reported from 
Braintree. 

As soon as the disease was diagnosed Dr. J. S. 
Ranson, medical officer of health for the Halstead 
combined area, informed the local practitioners 
of its incidence and on July 25th the following notice 
was issued and displayed, having previously been 
circulated to the practitioners. 


INFANTILE PARALYSIS 
Three cases of this disease have recently been notified 
in or connected with the urban district of Halstead. The 
attention of the general public is called to the following : 
The diseases can be carried by persons who appear to 
be comparatively healthy. 


than a pure sanitarian. In 1918 he was transferred 
to Eastern Persia as sanitary staff officer, initiating 
permanent water-supplies over 1300 miles of read and 
later acted as sanitary adviser to the British forees in 
Transcaspia, when he was granted the brevet rank of 
major. In 1922 he returned to England to take charge 
of the bacteriological laboratories at Aldershot and 
was appointed instructor at the Army School of 
Hygiene. It was there that he developed further his 
investigations into the sterilisation of drinking 
water by chlorine and the removal of excess chlorine 
by ammonia and confirmed the suitability of chlora- 
mine to serve the double purpose. In this he showed 
great initiative and ability and his research was 
recognised by Houston as of fundamental value in the 
immense task of safeguarding London’s water-supply. 
It secured Harold the award of the O.B.E. and 
marked him as the natural successor to the directorship 
of water examination for the Metropolitan Water 
Board when this fell vacant on the death of Houston 
in 1933. In the meantime Harold had spent another 
period of service in India, this time on the North-West 
Frontier, where he underwent privations which 
necessitated prolonged sick leave. 

From the moment in May, 1934, when he took up 
his new duties in London Harold threw himself 
whole-heartedly into the work of the department 
and gained the full confidence of his Board as well as 
of the many authorities with which he came into 
contact. Although not unaware of his own out- 
standing ability, both in his knowledge of hygienic 
method and his powers of putting it through, he was 
very much liked by his colleagues, and was in 
fact chosen by the R.A.M.C. as their representative 
on the council of the British Medical Association. 
The ever-expanding work of the laboratories required 
new accommodation and Harold visited America and 
continental centres in order to plan out the new 
laboratory of the Water Board, the completion of 
which he did not live to see. 

Latterly Colonel Harold had been living at 
Weybridge within easy reach of the great reservoirs 
whose fauna and flora were his abiding interest. 
His death occurred unexpectedly, after a period of 
ill health, at Laverstock, near Salisbury, at the age 
of 53. He leaves his widow with a daughter. 


There is no evidence that it is conveyed by foodstuffs, 
milk, or water. 

It is chiefly contracted by children under 6 years of age, 
but can be contracted by older children and adults. 

The disease in its mildest form commences with fever, 
vomiting, and stiffness of the neck, with or without pains 
in the limbs and abdomen, and the duration may be for a 
short period only, subject to relapses. The more severe 
type of the disease is easily recognised by signs of paralysis. 

It is essential at the present time that any child showing 
signs of ill health should be seen by a doctor, and in such 
cases the child should be put to bed for at least several 
days, as there is evidence that where a relapse sets in 
this causes a more serious type of the disease. 

Accommodation is available at present for all cases at 
the Isolation Hospital, Halstead, where specialised treat- 
ment is available. Any after-effects can be treated 
through the County Council Clinic. 

All schools in the Halstead Urban District will be closed 
as from Monday, July 25th. The swimming-baths will be 
closed to children under 10 years of age. It is advisable 
during this outbreak that as far as possible children 
should be prevented from congregating together. 


We understand that in this outbreak, as in most 
others, coughs and coryza do not occur at the onset 
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of the illness, and that of the symptoms mentioned in 
the notice pyrexia (up to 102° F.), stiff neck, vomiting, 
and bad headache are the most prominent but are 
not all present in all cases. The onset of pyrexia was 
sudden in only 1 case. Of the children affected 3 have 
so far shown no symptoms of paralysis; 5 others 
have slight degrees of paralysis—in the deltoid (1), 
leg (1), arm (1), one leg and the erector spin (1), 
one arm and one leg (1). The remaining 2 cases 
are severely paralysed. Dr. F. H. Camps, consulting 
pathologist to the Black Notley Sanatorium, and 
Dr. R. W. Tannahill, medical superintendent of the 
Isolation Hospital, Waltham Abbey, have visited the 
patients in the Halstead isolation hospital in con- 
suitation with the medical officer responsible for their 
care, 
THE CARRIER QUESTION 


Much has been said in the lay press about a search 
for a carrier. Our resources for the detection of the 
origin of such an outbreak are scanty. As Sir Arthur 
MacNalty pointed out in his review last month} 
infection may be conveyed by (1) persons suffering 
from an acute typical attack, (2) those having a 
mild or atypica¥ form of the malady, (3) healthy 
persons who have been in contact with infection 
but have not themselves developed an attack, and 
(4) chronie carriers who have, apparently, quite 
recovered from a previous infection. The identification 
of the carrier who must have been responsible for the 
first attack in any district presents immense diffi- 
culties. Swabbing is useless. The only method of 
demonstrating the presence of the virus is by its 
experimental transmission from washings of the nasal 
mucosa and fauces to rhesus monkeys of which, 
incidentally, no large stock is available in this country. 
The fluid used, preferably broth, is concentrated, 
filtered, and inoculated directly into the brain of the 
monkeys ; no other susceptible animal has yet been 
found. The period of incubation after such inoculation 
is 10-15 days in monkeys and probably about the same 
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in man, though this is not certain. ‘The fact that, 
according to American observers, antibodies are 
to be found in most adults living in urban popula- 
tions suggests that many of us have had unrecognised 
attacks ; but it is of little practical importance since 
experience shows that in monkeys the presence of 
antibodies is no guarantee of immunity. Nor is there 
any satisfactory way of conferring passive immunity. 
The best way to limit this or any other outbreak 
is to keep a close observation on those who may be 
regarded &s specially exposed to risk, and to isolate 
them and call for expert advice as soon as they show 
any of the symptoms mentioned above. If a gargle 
is deemed advisable, it is noteworthy that in virus 
infections an oxidising agent such as weak potassium 
permanganate is more likely to be effective than any 
of the carbolic mouth-washes. 


AN ANNOUNCEMENT BY THE MINISTRY OF HEALTH 

As we go to press we have received from the 
Ministry a statement that the small outbreak of 
poliomyelitis in Essex was reported to the Ministry 
of Health early last week and is under investigation. 
The statement confirms the number affected to date 
and adds that the ages of the persons affected range 
from 3 years to adolescence, and that one tase has 
occurred in an adult aged 26. The local health 
authorities are taking all necessary precautions and 
the county medical officer of health of Essex is 
cooperating with the medical officers of health 
concerned. Dr. Norman Smith, a medical officer of 
the Ministry, is assisting the local health authorities 
and is visiting the affected districts. The Ministry 
call attention to the fact that small outbreaks of this 
disease are not uncommon in this country and an 
average number of 10 or 12 cases a week are notified. 
The situation is well in hand and there is no cause for 
alarm. A memorandum of the Ministry of Health 
on acute poliomyelitis which includes advice on 
precautionary measures against infection can be 
obtained from H.M. Stationery Office (2d.). 


MEDICAL NEWS 


University of London 


At recent examinations the following candidates were 
successful :— 

M.S 

Branch I (Surgery).—K. C. Eden, Univ. Coll. Hosp.; and 
S. H. Wass, Guy’s Hosp : 

Branch III (Ophthalmology).—E. J. Somerset, King’s Coll 
Hosp. 

ACADEMIC POST-GRADUATE DIPLOMA IN BACTERIOLOGY 

Emanuel Agius, R. D. Andrews, D. R. Balcombe-Brown, 
Dharmendra, Winifred M. Hill, H. D. Holt, Woolf Lewin, 
H. H. Stroud, and J. M. Vincent. 

The title of professor of anatomy in the university has 
been conferred on Mr. E. P. Stibbe in respect of the post 
held by him at King’s College ; the title of reader in clinical 
pathology on Dr. Montague Maizels in respect of his post 
at University College Hospital medical school; and the 
title of reader in demography on Dr. R. R. Kuczynski in 
respect of his post at the London School of Economics. 


University of Edinburgh 


On July 20th at a graduation ceremony the honorary 
degree of doctor of laws was conferred on Mr. Walter 
Elliot. The following degrees and diplomas were also 
conferred :— 

M.D.—*Douglas Bell, *D. S. Cownie, George Fraser, Kamel 
Girgis, *J. W. D. Goodall, *J. L. Henderson, Robert Lees, 
A.D. Macdonald (in absentia), A. M. Mackenzie, Neil Macmichael, 
G. R. M‘Nab, C. de C. Martin ‘(in absentia), *Richard Scott, 
Eric Townsend, *H. L. Wallace, and tDavid Wyllie. 

* Commended for thesis. t Highly commended for thesis. 





1 Control of the Common Fevers, Lancet, June 4th, 1938, 
1289. 
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M.B., Ch.B.—A. Y. Adam, J. A. W. Adams, T. M. Adnams, 
A. 8. Affara, B. H. M. Aldridge, J. H. Annan, 8S. V. Appavoo, 
R. 8S. G. Arnott, R. B. Baird, tJ. M. Barkla, F. C. Barlow, 
Olive B. Barnetson, John Baxter, D. E. H. Beattie, tMarion B 
Bethune, R. W. Biagi, Margaret E. Black, A. de V. Bourke, 
Kenneth Brauer, J. A *. Brown, J. W. Buchanan, Joan 
Campsie, Mary Cannell, John Carrick, Geraldine * M H 
Carrington, Robert Cathcart, L. J. Charles, Joseph Cohen, 
W. P. Collingwood, A. E. A. Cordin, W. R. 8. Cowe, Jack 
Cowen, W. N. Crow, Dorothy Cunningham, C. H. Davidson, 
J. 8. Davidson, T. K. Davidson, J. G. Davies, P. F. de Caires, 
D. P. Degenhardt, D. 8. Dick, G. W. A. Dick, William 
Donaldson, tA J. M. Drennan, Agnes D. Ferguson, J. R. P 
Finlay, William Forbes, D. D. Fraser, W. R. N. Friel, 
+Jessie R. M. Fulton, Eileen M. Gavin, W. D. Giffen, W. A 
Gordon, A. P. Gracie, M. K. Granger, R. G. S. Grant, W. D 
Gray, R. H. Greig, Clement Grimshaw, P. M. Gunn, L. J. Gurry, 
J. P. A. Halerow, G. R. Hales, E. 8S. Hamaty, D. J. Harman, 
J. R. Hassan, George Hay, P. J. Helliwell, M. L. R. Hersey, 
Elizabeth G. Higgins, Marjory C. Hogg, R. B. Hunter, A. D 
Ingram, Moseda Ismail, R. M. Johnstone, J. S. Kerss, Jean M. 
Laidlaw, M. L. Levinson, R. I. 8. Lewis, R. G. Linton, A. P. 
Littlewood, J. D. Lodge, Duncan Lorimer, Isobel St. M. 
Macaulay, D. I. M‘Callum, G. H. M‘Cracken, James M’Garrity, 
A.D. M‘Harg, E. G. M‘Intosh, C. G. G. Mackay, C. M. Mackenzie, 
Marjorie L. Mackinnon, tJ. G. Macleod, A. 8S. B. M‘Neil, G. H 
M‘Pherson, D. A. C. M‘Rae, Robert Makin, W. J. Matheson, 
D. R. 8. Milne, J. B. M. Milne, E. H. Minors, A. M. Morris, 
R. C. Morton, H. B. M. Murphy, W. H. Murray, W. D. Oliver, 
Elliot Oppenheim, D. L. Owen, L. M. Owen, Thomas Parkin, 
F. H. Patel, W. I. Paterson, H. 8. Patterson, I. P. Paul, D. T. 
Pitt, S. L. Pollock, Ivy F. Proctor, H. S. Provis, K. D. G. Reid, 
L. E. Resnikoff, D. A. W. Rittey, C. G. Robertson, D. M 
Robertson, D. 8S. F. Robertson, F. J. Robertson, R i. 
Robertson, T. W. Robson, Elizabeth M. Rose, D. E. Ross, 
J. M. Ross, R. A. Rutherford, Gustav Salvesen, Sarah C 
Saunders, G. 8S. Scott, Jean M. G. Shaw, J. A. 8S. Shaw, E. J. M. 
Shearer (in abstentia), H. R. Shenkin, D. M. Sheppard, Myre 
Simenoff, J. M. Simpson, T. B. M. Sloan, H. J. C. C. Smith, 
M. L. Stein, James Straton, John Taylor, L. F. Togneri, J. K. 
Toop, W. J. Toop, Jean L. Turnbull, Ida F. Tweedie, Janet A. 
Walker, G. B. R. Warnock, W. 8S. Watson, A. C. Watt, R. G. M. 














292 THE LANCET] 
Wedderburn, C. D. Weir, R. B. ¢ 
Katherine M. Wilkie, A. R 

M. E. Winston 


Welsh, 
Wilson, 


Arthur Whitewright, 
Lesley M. Wilson, and 


+ With honours 


B.Se R. M. M. Hunter (with first-class honours in pathology). 

D.P.H.—John Cooper, Winifred M. Dempster, J. M. Erskine- 
Young, 8. B. Lal, D. C. Logan, Allan M‘Diarmid, J. 8. Oliphant, 
Isabella A. Purdie, and Eric Townsend 

D.T.M. & H.—Harry Hastings and E. Maung. 

Diploma of Psychiatry——J. K. Grant, J. 8. 
Andrew Paterson, G. R. Pile, F. M. G 
Stalker 

Diploma in 
Faulds, and M. 


Johnstone, 
Prendergast, and Harry 


Medical Radiology.— 
Y. Khan 


R. J. C. Campbell, D. B 


The following awards of prizes were made :— 


Cameron prize in practical therapeutics to Karl Landsteiner, 
M.D. Vienna, member of the Rockefeller Institute for Medical 
Research, New York, in recognition of his researches on iso- 
hemagglutinins and’ blood- -groups and the influence of his 
discoveries on the practice of therapeutic blood transfusion ; 
Ettles scholarship and Leslie gold me dal, J. M. Barkla, M.B. 
Scottish Association for Medical Education of Women prize, 
Marion B. Bethune and Jessie R. M. Fulton; Mouat sc holar- 
ship in the practice of physic, Marion B. Bethune, M.B. ; 
Buchanan scholarship in midwifery and gynecology, G. W. A. 
Dick, M.B.; James Scott scholarship in midwifery and gyneco- 
logy and Dorothy Gilfillan memorial prize, Jessie R. M. Fulton, 
M.B.; Conan Doyle prize, A. C. Watt, M.B.; Beaney prize in 
anatomy and surgery, Annandale gold medal in clinical surgery, 
and Murdoch Brown silver medal in clinical medicine, J. M. 
Barkla, M.B.; Royal Victoria Hospital tuberculosis trust gold 
medal, G. R. Hales, M.B.; Wightman prize in clinical medicine, 
Joseph Cohen, M.B.; Syme surgical fellowship, D. L. C. 
Bingham, M.B.; Stark scholarship in clinic al medicine, 
Humphrey Milne-Redhead, M.B.; Vans Dunlop scholarship in 
materia medica and medicine, James Innes, M.B. ; Gunning 
Victoria jubilee prize in materia medica, I. Cc Lees, M.B. 
Gunning Victoria jubilee prize in therape utics, H. W Dryerre, 
M.B., and David Wyllie, M.D.; Gunning Victoria jubilee prize 
in practice of physics, J. W. D. Goodall, M.D.; Gunning 
Victoria jubilee prize in psychiatry, W. M. Millar, M.B. ; _Lewis 
Cameron post-graduate prize, Richard Seott, M.D. and 
Thomson memorial medal in’ child life and ‘health, yf ag 
Henderson, M.D. 


University of Melbourne 


Dr. Sydney Sunderland has been appointed to the chair 
of anatomy in this university where he formerly held the 
post of senior lecturer. Dr. Sunderland is at present 
working with Prof. Le Gros Clark at Oxford, and he 
will not take up his new appointment till March, 1940. 


Royal College of Surgeons of Edinburgh 


At a recent meeting of the college, with Mr. W. J. 


Stuart,-the president, in the chair, the following who 
passed the requisite examinations were admitted to the 
fellowship :— 


Henry Aitken, M.B. Aberd. ; Mohamed Manawar Ali, 
M.R.C.S. Eng. ; Neville Francis «Babbage 1.B. Sydney ; 
Gangubai Krishnarao Bhide, M.B. Dommser Ida Lois Birchall, 
M.B. Sydney ; Robert Burnell Faton, M } Dalhousie ; John 
Alexander Elliot, M.D. Toronto ; Clyde Albert Haysmer, 
M.C.P.&8 Alberta ; Ronald Glover Henderson, M.B. Glasg. ; 
Stanley Henderson, M.B. Liverp.; George William Anderson 
Keddy, M.D. Dalhousie ; James Stirling Kinnear, M.B. St. And. ; 


Samuel Kleinot, M.B. St. And. ; Peter Kohnstamm, LRCP” 


Edin.; Logan Rhodes Levy, M.B.Edin.; John Llewellyn 
Lewis, M.B. Lond.; Richard ‘arthur Lucas, M.B.N.Z.; Noel 
Maxwell Luke Lund, M.B.Edin.; John ae Mackay, 


M.B.Aberd.; Donald Edwin Mackenzie, M.B.Edin.; Ian 
Mackenzie, M.B. Edin John Antony io L.R.C.P. 
Edin. ; Donald Valsler Marshall, M.B. Glasg. ; Dennis Anthony 
O'Reilly, M.B.Lond.; James Fiddes Phili M.B. Aberd. ; 
Donald Finlay Price, M.B.N.Z.; Dhulipala Kameswara Rao, 
M.B. Madras; James Boyd Shield, M.B. Edin.; David Flett 
Smith, M.B. Aberd.; Anna Vareed, M.B. Madras; Patrick 
Michael Williams, M.B.Sydney; William Wellesley Wilson, 
M.B. Melb.; Jack Wolfowitz, M.B. Witw’srand; and Willard 
Arthur Wright, M.D. Manitoba 

A General Hospital at Louth 


The Minister of Health, Mr. Walter Elliot, on Tuesday 
opened a new general hospital in Louth, Lincolnshire. 
The hospital was formerly a public assistance institution, 
which has been converted by the erection of a large ward 
and by alterations at a cost of about £71,500. It has 
accommodation for 200 beds. ‘‘The public health hos- 
pitals,”’ said Mr. Elliot, “‘ should coéperate with and not 
rival the voluntary hospitals. Indeed this principle of 
consultation is a statutory requirement of the Local 
Government Act of 1929.’’ He noted with approval that 
in the Lindsey area of Lincolnshire a consultative com- 
mittee had been set up representative of the voluntary 
hospitals and the county council, which did excellent 
work in coérdinating the hospital services as a whole. 
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Milk Publicity Council 


Lord Addison has accepted the invitation of this council 
to become its president. 


British Medical Association 


On July 19th at the adjourned annual general meeting 
of this association The Sir Charles Hastings clinical prize 
was presented to Dr. J. W. McFeeters, The Stewart prize 
to Sir Patrick Laidlaw, F.R.S., and The Dawson Williams 
memorial prize to Prof. Leonard Parsons. It was also 
announced that the Katherine ws Harman prize for 
1938 had been awarded to Dr. B. 8. Platt. 


Bath Assembly Rooms 


The Duchess of Kent will be present at a ball to mark 
the reopening of the eighteenth-century assembly rooms 
on Tuesday, Oct. 18th, after restoration. The proceeds of 
the ball will be given to the Bath Royal National Hospital 
for Rheumatic Diseases. The rooms, which had been in 
private ownership, have been purchased by an anonymous 
donor and vested in the National Trust, and the Trust 
has leased them to the Bath City Council. 


British College of Obstetricians and Gynecologists 


At the quarterly meeting of the council held on 
July 23rd, with Sir Ewen Maclean, the president, in the 
chair, the following officers were electe president, Prof. 
W. Fletcher Shaw ; vice-presidents, Sir Robert Johnstone 
and Prof. Miles Phillips; hon. treasurer, Mr. Eardley 
Holland; hon. librarian, Mr. Frederick Roques; hon. 
secretary, Mr. G. F. Gibberd. 

The following were admitted by the president :— 

Fellowship.—Michael Waldo Boone Bulman_ (Norwich) 
and Leonard Coop ta (London). 


Membership.—* icGuinness (Winnipeg) and G. J. 
Strean finavan 





* In absentia. 
The following were elected to the membership :— 


A. C. Belfield (New Zealand), Muriel S. Brander (India), 
W. M. Capper (Bristol), P. G. Charlewood (India), J. C. Coetzee 
(South Africa), Gladys S. Cunningham, (China), J. B. Dewar 
- — John Edis- Myers (India), L. M. Edwards (London), 

B. Evans (London), J. G. Gallagher (Dublin), es J 
Resctus (Dundee), R. K. Hirson (Manchester), D. F. Lawson 
(Agstesiia), T. E. Lennon (Liverpool), Mary H. Mayeur (London), 

R. Morison (Harrogate), H. A. Rippiner (Bradford), Dorothy A 
Sharpe (London), P. V. Venkatswami (India), and H. 8. Waters 
(India). 





Va acancies 


For further information refer to the advertisement columns 

Battersea General Hosp., S.W.—H.8., £130. 

Benenden, Kent, National Sanatorium.—H.P., at rate of £150. 

Birmingham, Queen’s Hosp.—Res. Med. Reg., £200. 

Birmingham, Selly Oak Hosp.—Jun. M.O., at rate of £200. 

Birmingham and Midland Eye Hosp.—Res. Surg. O., £200. 

Brighton, Royal Alexander Hosp. for Sick Children.—H.P., £150 

Brighton, Royal Sussex County Hosp.—H.8., £150. 

Bristol University.—Sen. Bacteriologist, £700. 

British Postgraduate Medical School, Ducane-road, W .—Cas. O.> 
at rate of £150. 

Burton-on-Trent General Infirmary.—Cas. 0. and H.P., £150. 

Cardiff City Isolation Hosp.—Asst. Res. M.O., £250. 

Cardiff Royal Infirmary.—Res. M.O., £200. 

Charing Cross oe. | Ww. Qe oe Asst. in X Ray and Electro- 
therapeutics Dept 

Chesterfield and North Seeeshie Royal Hosp.—H. y A Ophth 
and Ear, Nose, and Throat Depts., at rate of £ 

Colchester, Essex County Hosp.—Hon. Asst. hea 

Derbyshire County Council.—County Bacteriologist and Patho- 
logist, 2750. 

Dewsbury County Borough.—Asst. M.O.H. and Asst. School M.O., 
£500. 

East Ham Memorial Hosp., 
of £150. 

Eastbourne Royal Eye Hosp., 
of £2100. 

Edinburgh, Royal College of Physicians 
Fellowship for Medical Research, £300. 

Fife County Council.—Deputy M.O.H., £800. 

Golden-square Throat, Nose, and Ear Hosp., W.—H.S., £100 

Huntingdon County.—Asst. County M.O.H. and M.O.H., £800. 

Kelling Sanatorium, Holt, Norfolk.—Med. Supt., £800. 

Kendall, Westmorland County Hosp.—H.8., at rate of £200. 


Shrewsbury-road, E.—H.P., at rate 
Pevensey-road.—H.8., at rate 


-Kirk Duncanson 
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Kettering and District General Hosp.—H.P., £150. 
King’s College Hosp., S.E.—Biochemist, £500. 


Knaresborough, Scotton Banks Sanatorium.—Sen. Asst. M.O. 
and Deputy Med. Supt., £600. 

Leamington Spa, Warneford General Hosp.—Res. Cas. O. and 
H.5S., at rate of £150. 

Leeds, St. Mary’s Infirmary, Armley.—Res. M.O., £250. 

Leicester Royal Infirmary.— Vacancies, £150-£100. 

London County Council.—Asst. Pathologist, £650. Also two 


Asst. M.O.’s, each £250. 
London University.—William Julius Mickle es egatin, £200. 
Maidstone, West Kent General Hosp.—H.8., £17 
Manchester, Ancoats Hosp.—H.8., and H.S. "and Hi. P. combined, 

each at rate of £100. 

Manchester, Crumpsall Hosp.—Res. Sure. O., £400. 

Manchester, Duchess of York Hosp. for Babies.—Jun. 
at rate of £75. 

Manchester City Education Committee.—Asst. School M.O., £600. 

Manchester Ear Hosp.—Res. H.S., at rate of £120. Also Non- 

res. H.S., at rate of £150. 

enmanier Northern Hosp.—Res. Surg. O., €150. 

Manchester Royal Eye Hosp.—Jun. H.S., £120. 

Manchester Royal Infirmary.—Jun. Asst. M.O. in Radiological 
Dept. #350. Also Chief Asst. to Medical Neurological Unit, 
£300. 

Mount Vernon Hosp., Northwood 


tes. M.O., 


Radiologist in Deep Therapy 


Dept., £400. Also Hon. Neurologist. 
Newcastle-upon-Tyne, Hosp. for Sick Children.—H.P. and 
1.8.’s, at rate of £100. Also Hon. Ophth. Surgeon. 
Oxford County and City Mental Hosp.—Second Asst. M.O., £500. 
Oxford, Wingfield-Morris Orthopaedic Hosp., Headington.—Lord 

Nuffield Scholarship in Orthopedic Surgery, £200. 
Portsmouth, St. Mary’s Municipal Hosp.—Sen. Asst. Res. M.O., 


£350. 

Portsmouth Royal Hosp.—H.P. and Cas. O., each at rate of £130. 

Preston and County of Lancaster Queen Victoria Royal Infirmary. 
Res. Obstet. Officer, £300. 

Prince of Wales’s General Hosp., /.—Hon. Clin. 
Ass 

Guen> 8 Hosp. for Children, Hackney-road, E.—H.S 

O.’s, each at rate of £100. 

Radium Institute and Mount Vernon Hosp., 1, Riding House- 
street, W.—H.S. for Mount Vernon Hosp., i rate of £150. 

Reading, Betile Hosp.—Res. Asst. M.O., £300. 

Reading, Royal Berkshire Hosp.—aAsst. Radiologist, £400- 
£500. Res. Anesthetist, at rate of £250. R.M.O. at 
Blagrave Branch, at rate of £150. Also Asst. Surg. Reg. 

Rochdale, Birch Hill Hosp.—Jun. Res. M.O., at rate of £225. 

Rochdale Infirmary and Dispe rT a —H.P., £150. 

Rotherham Hosp.—Cas. H.S., £15 

Royal Naval Medical Service. "—M. %. 8. 

St. John’s Hosp., Lewisham, S.E.—Res. Cas. O., at rate of £100. 
ee Clin, Asst. to M.O. in charge of Electrical and Massage 

e 
St. Mens Hess. W.—Hon 
Jept 


Tottenham, N 


and two 


Registrar to Ear, Nose, and Throat 


I 

St. Paul's Hosp. for Urological and Skin Diseases, Endell-street, 

1.—H.S., £100. 

St. Thomas’ 8s Hosp., S. E. —Physician. 

Salford, Infectious Diseases Hosp.—Jun. Asst. Res. M.O., £200. 

Salford’ Royal Hosp. —Radiologist, £300. Res. Surg. O., £200, 

., three H.S.’s, and Cas, "S.. each at rate of £125. 

Sheffield, ‘Children’s Hosp. —H.P., at rate of £100. 

Shrewsbury Borough.—Temp. Asst. M.O., £10 10s. per week. 

Southampton, Royal South Hants and Southampton Hosp.— 
Res. Anesthetist, £150. 

Stourbridge, Wordsley Public Institution.—Res. 
Asst. M.O., at rate of £300. 

Torquay, Torbay Hosp.—H.S8., £175. 

Truro, Royal Cornwall Infirmary.—H.S8., £170. 

Tunbridge Wells, Kent and Sussex Hosp — H.P., £150. 

University ( Yollege Hosp. Medical School, W.C.— Graham Scholar- 
ship in Pathology, £300. 

a me District Peace Memorial Hosp.—H.S., at rate of 

Wet Bromeich County Porough.—Asst. M.0O.H. and Asst. School 
{ 

Wimbledon Hosp., Thurstan-rd., S.W.—Res. M.O., at rate of 2150. 

Winchester, Royal Hampshire "County Hosp. ll S., at rate of 
£100 

Worcester —— and City Mental Hosp., Powick.—Asst. M.O., 
£351 


Assistance 





of Factories announces vacancies for 


The Chief Inspector 
(Morayshire) and 


Examining Factory Surgeons at Elgin 
Birmingham (East Warwickshire). 


Medical Die 


August Ist to August Sth 


BRITISH SOsteRADy ATE MEDICAL SCHOOL, 
road, 
Ww + Meal P.M., 
(surgical). 


Ducane- 


clinical and pathological conference 


THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 
FRIDAY.—2 P.M., clinical and pathological conference 


(obstetrics and gynecology). 
Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 


Appointm ents 


D’AMIAN, E., M.D., Assistant Medical Officer for Mountain Ash 
Urban District Council. 

FORDHAM, MICHAEL, M.B.Camb., M.R.C.P. Lond., Part-time 
Medical Psychiatrist to Nottingham Education Com- 
mittee’s Child Guidence Clinic 

Hors.ey, J. W., M.B.N.Z., Assistant Resident Medical Officer 
at Southlands Hospital, Shoreham -by-Sea 


HORTON, PHYLLIS, M.R.C.\S.Eng., D.P.M., Hon. Assistant 
Psychiatrist to the Elizabeth Garrett Anderson Hospital, 
London 

LINDAHL, J. W. S., M.Chir. Camb., F.R.C.S. Eng., Registrar at 
the Golde n- pea dlr Throat, Nose, and Ear Hospital, 
London 

NeEwns, G. H., M.D., M.R.C.P. Lond., Hon. Physician to the 


Bolingbroke Hospital, Wandsworth Common 


O’DRISCOLL, W. B., M.B.N.U.I., Senior Assistant Resident 
Medical Officer ‘at St. Mary’s Municipal Hospital, Ports- 
mouth 

Rose, J. A. G. F., M.B. Aberd., D.M.R., Radiologist to the 


STEWART, ALICE } M.D. Camb., 1.P. Lond., 
Assistant Physician to the “Garrett 
Hospital, London 


Hon. 
Ande rson 


Clayton Hospital and W akefield “a ral Dispensary 


Elizabe ih 


London County Council Hospital Service.—The following appoint- 
ments are announced A.M.O. (I) or (II) Assistant 
Medical Officer (Grade I or II), D.M.O. = District Medical 
Officer :-— 

SMALLWOOD, A. L., M.B. Liverp., D.C.H., 
Colindale ; 

SKOLAR, ALFRED, M.R.C 
East St. Pancras ; 

WALTON, Louis, M.B. Manch., 
Lewisham ; 

Hots, A. G., M.B. Glasg., Assistant D.M.O., 
Woolwich ; 


’ 


D.P.H., 


Assistant D.M.O., 


A.M.O. (IT), 
S. Eng., South- 
Assistant D.M.O., North-West 


Part North 


ee I. W., F.R.C.S. Eng., Senior A.M.O. (II), St. 

Gi > 

LEIPER, E. J. R., M.D. Abe ord., M.R.C.P. Lond., Senior 
A.M.O. (II), St. Leonard’s 

TOMBLESON, J. B. L., M.D. L ond., A.M.O. (I), South-Eastern ; 

THOMPSON, N. J. W., M.B.N.U.L, A.M.O (II), North- 
Eastern ; 

TYARS, MARY E., M.D. Lond., D.P.M., First A.M.O., Horton 


Hospital ; 
BUCKLE, D. F., 
Hospital ; 


M.B. Melb., D.P.M., Second A.M.O., Caterham 


Dax, E.C.,M.B., D.P.M., Second A.M.O., Leavesden Hospital ; 
Harris, A., M.D., D.P.M., Second A.M.O., St. Bernard’s 
Hospital ; and 


Ru 4, L. W., M.B. Leeds, 
. Bernard’s "Hospital. 


D.P.M., Second A.M.O., 


Royal United Hospital, Bath.—The following appointments are 
announced : 
EVANS, C. D. 
Hi, L. C., 
HOFFMAN, a Bis 
Registrar : 
GUIRDHAM, A., D.M. Oxon., D.P.M., 


and 
NEDL, H. G., M.B., F.R.F.P.S. Glasg., Clinical Assistant to 
Ear, Nose, and Throat Department. 


"Bee Marriages, and Deaths — 


BIRTHS 


KeEemptTon.—On July 20th, at Wokingham, Berkshire, the wife of 
Dr. J. J. Kempton—a daughter. 

MacVIcKER.—On July 18th, at Kingskerswell, S. Devon, the 
wife of Dr. Colin MacVicker—a son and a daughter. 

ScarFF.—On July 22nd, at Clifton, Bristol, the wife of Mr. 
Gordon R. Scarff, F.R.C.S.a son. 


B. Camb., Hon. Assistant Dermatologist ; 
D., M.R.C.P. Lond., Medical Registrar ; 
M.B.Camb., M.R.C.P.Lond., Medical 


Hon. Psychotherapist ; 


WatTson.—On July 16th, at Bangalore, India, the wife of Capt- 

}. E. Watson, R.A.M.C.—a son. 
MARRIAGES 

GRAHAME—FREEMAN.—On July 23rd, at St. Ann’s Church, 
Kew, Colin Grahame, M.R.C.S. Eng., to Cecilia Mary 
Freeman. 

DEATHS 

BULGER.—On July 20th, Michael Joseph Bulger, M.D. Dubl., 
of Crouch End, aged 71 

CARMICHAEL.—On July 22nd, at Ewell, Surrey, J. C. Gordon 
Carmichael, O.B.E M.B. Edin., D.P.H Lieut.-Col., 
R.A.M.C. (retd.). 


-On July 19th, Charles Henry Hasler Harold, O.B.E., 
Lieut.-Col., R.A.M.C. (retd . 


HAROLD. 
M.D. Liverp., D.P H., 
Wey bridge. 

THOMsON.—On a A 19th, at Alverstoke, Hants, Wilfred Burrell 
Thomson, M.R.C.S. Eng., Lieut.-Col., R.A.M.C. (retd.), 
aged 82. 

VeitcH.—On July 2\1st, 
O.B.E., M.D. Edin. 


N.B.—A fee of . is charged for the anaeetten of Notices of 


at Exeter, Robert McLeod Veitch, 


7s. 6d 
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NOTES, COMMENTS, AND ABSTRACT S 


OPHTHALMOLOGY IN AUSTRALIA 


THE Ophthalmological Society of Australia (British 
Medical Association) was founded in Sydney early 
last April. Hitherto there have been ophthalmic 
sections of the B.M.A. in Queensland and Victoria, 
an eye and ear section in South Australia, and an 
ophthalmic society in New South Wales, but no 
federal body for the whole Commonwealth, and 
Western Australia and Tasmania have had no 
ophthalmic sections or societies at all. The new 
society is activated by men whose enterprise is 
evident in their projects, which include the encourage- 
ment of research, the formation of ophthalmic 
libraries, the foundation of prizes, and the establish- 
ment of committees to inquire into such matters of 
ophthalmic interest as orthoptic training, industrial 
injuries, and compensation. It is intended that the 
first general meeting shall be in Melbourne next 
March. ‘Transactions will be published and the 
society hope later to produce an ophthalmic journal. 

So far 120 candidates have applied for membership. 
The first president is Sir James Barrett, who was a 
student of Lord Lister and a fellow research-worker 
with the late William Lang and has been a member 
of the Ophthalmological Society of the United 
Kingdom for nearly half a century. The other 
officers are: vice-president, Dr. A. James Flynn ; 
secretary, Dr. Darcy Williams ; treasurer, Dr. Leonard 
Mitchell ; State representatives, Dr. Edward McGuin- 
ness (Queensland), Dr. Flynn and Dr. Williams 
(New South Wales), Dr. Ringland Anderson and 
Dr. Mitchell (Victoria), Dr. Bruce Hamilton (Tas- 
mania), Dr. G. H. Barham Black (South Australia), 
and Dr. Claude Morlet (Western Australia). We wish 
the society all success. 


A COUNTY HOSPITAL LIBRARY SERVICE 


MIDDLESEX is the first county to establish a library 
service for all the hospitals and institutions within 
its area for the staff as well as the patients. It is 
being organised by collaboration between the public 
health and education committees. On the experience 
at Hillingdon County Hospital it is estimated that a 
book supply on a ratio of 70 per cent. of number of 
occupied beds is sufficient to permit a comprehensive 
selection to the patients. These will be supplied from 
the county library at the rate of £7 10s, a hundred 
volumes and will be new copies as far as possible and 
specially selected for the purpose, Provision will be 
made for the staff on a uniform basis of approxi- 
mately 200 volumes for the larger hospitals and 100 
for the smaller, The service will be under the 
direction of a member of the county library staff 
who will visit each hospital and institution weekly. 
The books will be taken round the wards twice a week 
by voluntary helpers who will thus have professional 
guidance “in the right performance of their task.” 
At the same time the librarian will maintain a check 
of the book stock and effect a liaison between the 
helpers and the hospital staff. It is anticipated 
that there will be little difficulty in recruiting the 
necessary voluntary workers. In this way six 
hospitals with 3810 beds will be served and seven 
institution with 1851 beds. The service is capable 
of development to meet requirements and should 
serve as a model to be followed in other counties, 


FORERUNNERS OF PASTEUR 


In the long history of scientific discovery the 
names of the men who made the most striking 
advances into hitherto unknown territories stand out 
in apparently isolated grandeur; and it is too often 
forgotten that each one of these planted his first 
footsteps in the tracks of his predecessors. It is 
right that we should be reminded from time to time 
that the paths which we now tread so surely were 
traced out for us not only by the successful explorers 








wie names secaiiinal in the halls of fame, but also 
by their forerunners who saw the goal but could not 
reach it. So Dr. Arcieri* has performed a pious work 
in reminding us that Pasteur’s great strides in micro- 
biology were preceded by the efforts of numerous 
earnest inquirers who prepared his way. The 
scientific men of the eighteenth century were busily 
engaged in the disputes which centred around the 
disputed doctrine of spontaneous generation, and of 
those who maintained the thesis that life could 
spring only from life—omne vivum ex vivo— 
Spallanzani stands out for the clearness and depth 
of his experimental studies. Nor was he without 
his predecessors in Italy. Redi was perhaps the first 
who firmly enunciated the doctrine which Spallanzani 
later fortified and made secure, and Bassi, whose 
name gives the title to Dr. Arcieri’s interesting 
monograph, explored and established the doctrine of 
contagious infection in his great work on an infective 
parasite of the silkworm. In the course of this work 
he laid down in the clearest possible language many 
of the truths about contagion which were only 
accepted after another century of scientific experi- 
ment. Dr, Arcieri, we are inclined to think, places 
the claims of Bassi and his other heroes, all of them 
Italian, somewhat too high, but he has done well to 
reiterate the historical truth that every real advance 
in knowledge must have its foundations in the labours 
of past generations, Without Copernicus and Galileo 
there is no Newton or Einstein; and without Redi, 
Spallanzani, and Bassi, and others whom Dr. Arcieri 
celebrates, there is no Pasteur. 


VISCERAL PANARTERITIS 


AN unusual case is described by G. 
Annales de Médecine for June (p. 5). 


Carriére in the 


A man aged 36, who had served seven years in the 
Foreign Legion and had had syphilis and gonorrhea, was 
admitted to hospital with acute pains localised to the 
left knee, tibiotarsal, mid-tarsal, and metatarsophalangeal 
joints, accompanied by peri-articular swelling. At first his 
temperature was slightly raised, but under the influence of 
emetine and small doses of arsenobenzol it fell. The patient 
died about 2$ months after, admission, and towards the 
end his temperature was subnormal, though it rose to 


normal during his last few days. The pulse, at first 
rapid, became irregular during the second month. The 
heart, normal at the beginning, later showed signs of 


dilatation and mitral incompetence and finally of aortic 
incompetence and collapse. The urine, also normal at 
first, became progressively scantier ; it was loaded with 
bile pigments and, at the end, albumin and cylindrical 
casts. An early bronchitis terminated in hypostatic 
pulmonary congestion. 

The patient had violent abdominal pains that could 
not be localised to any one part of the alimentary tract. 
The liver, only slightly enlarged on admission, hyper- 
trophied very rapidly and became tender, but there was 
no jaundice. Concurrently, the spleen enlarged and there 
was terminal ascites. Anemia, of non-Addisonian type, 
was early and progressive, and there was a moderate 
polymorphonuclear leucocytosis. Blood cultures, sero- 
logical reactions (including those for syphilis and gonor- 
rhoa) and, in fact, all other laboratory investigations 
were consistently and completely negative. 

At autopsy islets of interstitial sclerosis were found in 
the liver, pancreas, kidneys, and spleen. The essential 
lesion was an obliterative endarteritis, confined to the 
abdominal organs, with resulting infarction on the way 
to necrosis. The parenchyma of the affected organs was 
relatively intact except in areas supplied by obliterated 
vessels or enveloped in sclerosis. 


Carriére assumes that the case was one of visceral 
panarteritis, of unknown origin, exclusively attacking 
the arteries of the abdominal organs, 


1 Arcieri, 
Thought. 





oe Agostino Bassi in the History of Medical 
Now York: The Vigo Press. 1938. Pp. 30. 











